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PARAVAGINAL section, as an operation, comes into comparison with 
ordinary vaginal hysterectomy and abdominal hysterectomy. Between 
the ordinary vaginal operation and the paravaginal method there 
cannot, however, be any considerable rivalry. When the uterus can 
be removed per vaginam without unusual difficulty, no operator 
would think of complicating the proceedings by introducing the para- 
vaginal incision. But, as will be shown in the following pages, 
there exists a class of non-malignant cases in which the vagina is 
ill-developed or senile, and the disease has produced a considerable 
mass of uterine tumour too large to be manipulated by the ordinary 
vaginal method. In such cases the paravaginal incision affords an 
easy and comparatively safe means of completing the hysterectomy 
and of avoiding the complicated and dangerous alternative offered 
by abdominal section. 

The paravaginal operation was first performed by Schuchardt of 
Stettin, about ten or twelve years ago. The method was evolved in 
the endeavour to extend the percentage of operability in cancer of 
the uterus, to obtain better remote results, and at the same time to 
avoid the dangers inherent in those ghastly dissections, styled 
abdominal hysterectomy, which have since become the correct 
fashion and the criterion of an advanced position in scientific 
gynecological surgery in some parts of Europe and America. 

The best description of Schuchardt’s operation, including an ex- 
position of his aims and an account of his results is to be found in his 
contribution to the Monatsschrift fir Geburtshilfe und Gyndkologie 


* Amplified from a paper read before the North of England Obstetrical and 
Gynzcological Society, mber 15th, 1905. 
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of June, 1901, “Ueber die paravaginale Methode der Exstirpatio 
uteri und ihre Enderfolge beim Uteruskrebs.” 

In adopting and improving his method of operation Schuchardt 
had exclusively in view the surgical treatment of malignant disease 
of the uterus when the disease was so far advanced as to make the 
ordinary vaginal operation extremely difficult or impossible. His 
operation, then, was offered as an alternative to abdominal hyster- 
ectomy for cancer of the uterus. It would, therefore, be hardly 
relevant to the present purpose to trace the history of the 
various operations and to try to appraise their value. They are of 
interest in the present connexion only as showing the efforts which 
were made all over the civilized world to evolve as safe and easy an 
operation as could reasonably be considered effectual without alight- 
ing upon the method of paravaginal section. Yet from incision of the 
perineum down to the sphincter and continued along the vagina in 
the middle line as deep and as far up as could be effected without 
injury to the rectum, which we all occasionally practised, to the 
method of Schuchardt, was not by any means a great leap in the 
process of evolution. 

An historical account of the sequence and relations of the various 
methods of removing the cancerous uterus will be found in an article 
which I contributed to the Practitioner of July, 1902, entitled 
“Operations for Cancer of the Uterus.” It may be sufficient here, 
considering the practical conclusion to which I desire to lead up, to 
summarize very briefly the chief points in the rather too detailed 
statement of that article. 

It was in 1878 that Freund, of Strassburg, introduced his 
abdominal operation for cancer of the uterus, and in the same year 
Czerny, of Heidelberg, called attention to the vaginal method of 
extirpation. Both operations were revivals of methods tried earlier 
in the century when the time was not yet ripe. A comparison of the 
published results obtained by the two methods showed that at one 
period Freund’s operation had a mortality of about 75 per cent. and 
Czerny’s of about 30 per cent. Freund’s operation was then per- 
mitted to fall into desuetude for many years. Vaginal hysterectomy, 
improved in details, showed more and more favourable immediate 
results, the mortality falling to 10 per cent. or less. So it held the 
field for many years, in spite of the disfavour of some influential 
teachers of gynecology, especially in Germany and Great Britain. 

Among the curiosities in the history of gynecological surgery 
must remain the sacral method of operating for the extirpation of 
the cancerous uterus. It was, like Schuchardt’s operation, a result 
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of the efforts which were so long continued to extend the percentage 
of operability, that is to say, to deal with cases in which the disease 
was so far advanced as to make the question of any radical operation 
very doubtful. It seems strange, on looking back, that the inventors 
of the disastrous sacral method missed the comparatively safe and 
easy paravaginal route to the parametrium and broad ligaments. 
Students of the history of gynecology who read English works only 
may be referred to the article on “Malignant Diseases of the 
Uterus” in the first edition of Allbutt and Playfair’s “System of 
Gynecology,” for a brief account of the short-lived sacral method. 

When gynecologists throughout Europe and America had been 
for years vying with one another in record-breaking reductions of the 
mortality from vaginal hysterectomy, voices began to be raised claim- 
ing attention to the distressing remote results of the operation. The 
general experience, apart from published results, must have supported 
the contention that in the vast majority of cases the disease recurred 
early, in the cicatrix or by lymphatic invasion, and that any pro- 
longed immunity from the disease was the exception, not the rule. 
In spite of the continued advocacy of the older operators, such as 
Fritsch, who claimed that better results had been obtained from 
vaginal hysterectomy than from any other operation for cancer, a 
reaction against vaginal extirpation, partial or complete, rapidly 
set in, and abdominal hysterectomy became almost a fashion. 

The assumption on which the abdominal route was advocated 
appeared to be that recurrence was mainly due to the incompleteness 
of the operative proceedings, not to the nature of the disease. The 
practice of the extended operation, with resection of the ureters if 
thought necessary, and dissecting out of enlarged lymphatic glands, 
appears to have been founded on a rather mechanical theory of the 
disease. It amounted to this, that if the operator could only extend 
the operation-field to apparently healthy tissue and eradicate all the 
lymphatic system which appeared to have undergone the coarser 
anatomical changes, the best possible remote results must be 
obtained. But experience has not justified the theory or the 
practice. The immediate results have been in the admitted experi- 
ence of many operators simply appalling, and even those who claim 
the greatest success are receding from their original position and 
limiting in various ways the area and the details of their dissections. 
Few operators will now be heard supporting the opinion expressed at 
a Congress of French surgeons held in 1899: “La mortalité opératoire 
n'est plus un argument capable d’arréter nos efforts.” The efforts of 
the minority who treat their matériel in this spirit have unfortunately 
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continued, but the experience of most gynecological surgeons appears 
to have led to a pause for reflection, and a consequent modification of 
their practice. Resection with re-implantation of ureters has ceased 
to be recorded, and the whole technique appears to have become 
simplified. The present state of opinion and practice, in Germany 
at least, is well shown in an article by Dr. R. Schindler, of Graz, 
entitled ‘“Statistische und anatomische Ergebnisse bei der Freund- 
Wertheimschen Radikaloperation des Uterus-Karzinom,” just com- 
pleted (March, 1906) in the Monatsschrift fiir Geburtshilfe und 
Gyndkologie. The doubt and hesitation which the immediate 
mortality produced were further accentuated and increased when 
sufficient time had elapsed to permit of an appraisement of the remote 
results. It has now to be admitted by most of the original supporters 
of the extended abdominal operation that the remote results are 
hardly, if at all, better than those obtained by the vastly less 
dangerous radical vaginal method. There are, no doubt, extravagant 
claims put forward by some late converts to abdominal hysterectomy. 
They rise in their zeal beyond the restraints of arithmetic; when 
they cannot record they utter predictions. Whether these will be 
justified remains to be proved; past experience would lead us to 
wonder at their confidence and to harbour doubts concerning their 
judgement. 

This is perhaps the most suitable place to introduce a summary 
comparative statement of the results obtained by the operations. 


Primary Results of Vaginal and of Abdominal Extirpation of the 
Cancerous Uterus. 


Although the mortality of vaginal extirpation after its reintro- 
duction into operative gynecology by Czerny was high at first, it 
rapidly sank to a marvellously low figure. In 1895 Hirschmann 
collected from the practice of seventeen operators 1,241 cases with 
a mortality of 88 per cent. Schuchardt’s mortality was high 12°2 
per cent., probably because he was too eager to extend the percentage 
of operability, and did not reject too advanced cases. Individual 
operators have reported results varying to a considerable extent: 
e.g., Leopold had 5°7 per cent.; Hofmeier, 10°8 per cent.; Winter, 
75 per cent.; Fritsch in his last series 6'5 per cent.; Amann, 4 per 
cent.; Richelot, 6°8 per cent.; Kiistner, 1°8 per cent. Olshausen had 
a mortality over all his cases of vaginal extirpation for cancer of 
8 per cent., but he was able to report a whole series of 100 operations 
with only one death resulting or following. 

Considering the character of the field of operation in cancerous 
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uterus, it is not surprising to find that in the great majority of cases 
the fatal result was owing to septic infection. It may be assumed 
that the strictest antiseptic precautions were always taken. Winter 
reports 74 deaths from infection out of a total of 116 fatal cases. 
Zweifel attributes 81°8 per cent. of his fatal cases to septic processes 
of one kind or another. 

Keeping the recommendation of paravaginal section in suitable 
non-malignant cases in mind it is satisfactory to examine the results 
of total vaginal extirpation on account of myoma, endometritis, 
prolapse and other conditions. Leopold’s mortality was 2°7 per 
cent.; Richelot’s, 2°6 per cent.; Hofmeier’s, 0 per cent.; Olshausen’s, 
0 per cent. 

When we come to compare with these facts the immediate results 
obtained by the extended abdominal operation we are met with 
some difficulties which may be pardonably evaded in a digression 
such as an appeal to figures under the present circumstances must 
in some measure be considered. Those who have read in detail the 
reports published under the direction of some operators will readily 
anderstand the difficulty. It is, however, perhaps compulsory to 
give the arithmetic of a few pioneers to which the objections do not 
apply. Freund had 3 deaths in 15 cases = 20 per cent. Wertheim 
lost 12 in his first series of 30 cases = 40 per cent.; but, in a total of 
120 cases his mortality amounted to only 20 per cent. Mackenrodt 
gives two series of cases: in the first the mortality was 266 per 

cent., in the second series 11°7 per cent., the favourable result being 
attributed to the adoption of the method of drainage of Mikulicz. 
Déderlein and Krénig think we shall not be far wrong in setting 
down the present mortality from the extended abdominal operation 
in cases of cancer as 15 per cent. So here we have an arithemetical 
expression of the best results that have been obtained in the best 
appointed public gynecological institutions in Germany, France 
and Italy, after ten years of experimental operating by the abdominal 
method. 

With the same objects in view which had been sought through 
the revival and extension of Freund’s operation, the enlargement of 
the percentage of operability for cancer and improvement in the remote 
results, Schuchardt worked out his operation by means of an organic 
modification of the vaginal method. He was influenced also by the 
desire to diminish the shocking mortality of the abdominal operation. 
In the attainment of these objects he certainly succeeded. Schauta, . 
of Vienna, the birth-place of the extended abdominal hysterectomy, 
was so discouraged by his experience of Wertheim’s operation that he 
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arrived at the conclusion that better results, immediate and remote, 
were to be obtained by the vaginal route and by a careful selection 
of cases presenting themselves for treatment. So he turned to the 
paravaginal operation, and after performing it 30 times, he published 
a report with commentary.* Schauta had an operation mortality of 
about 11 per cent., but some of his cases were too far advanced, with 
bladder and ureters already involved. He maintains that in the 
paravaginal operation we have a method of procedure by which we 
are enabled to deal with infiltration of the parametrium as widely as 
by any operation yet proposed. 

It has been said that Schuchardt attained the three objects which 
he had in view: he extended the operability to 61 per cent.; he 
obtained 40 per cent. of cures according to the conventional standard 
of immunity for five years; and his immediate operation mortality at 
the time of his last published report was 12°2 per cent. He might 
well, therefore, claim for his operation advantages such as those 
admitted by Schauta. He appears to me to have made good his case 
in favour of the operation as employed for fairly advanced cases of 
cancer of the cervix; as we shall see in the sequel its admitted draw- 
backs disappear and its advantages become strikingly apparent when 
the operation is applied to cancer of the body of the uterus and to 
certain conditions of the uterus and vagina occurring in elderly 
virgins and in nulliparous women generally. 

It may be claimed for the paravaginal operation that it is easy to 
perform ; the surgeon can count with absolute certainty on being able 
to complete the operation; accidents to the bowels, bladder and 
ureters, can be always avoided with ordinary care; hemorrhage can 
be controlled in the early stage of the operation by pressure-forceps, 
and post-operation hemorrhage from the broad ligaments, vagina, and 
paravaginal wound can be entirely prevented; by properly applied 
suturing and pressure with or without pelvic drainage the sides of 
the extensive wound are kept together and healing is obtained 
per primam: and owing to the avoidance of “accidents” and the 
reduction of manipulations to the minimum, the paravaginal opera- 
tion is rendered the safest of all the methods of hysterectomy when 
the vagina is narrow or the parametrium is involved. These claims 
can be made good even when the operation is employed in the treatment 
of cancer, but when we widen the indications and apply it to cases, 
for example, of fibromyoma with adnexal complications, to condi- 
tions resulting from malformation in ill-developed uterus with very 


* “Die Operation des Gebirmutterkrebses mittels des Schuchardtschen Para- 
vaginalschnittes.” Monatsschrift f. Geb. a. Gyn., Bd. xv., Heft. 2(Feb., 1902). 
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narrow vagina, we can foresee a revolution in the ease and safety 
with which hysterectomy can be performed. All the objections 
raised against paravaginal section, as applied to cancer of the cervix 
uteri, disappear when the operation is adopted for the extirpation of 
the non-malignant uterus and even in cancer of the body of the 
uterus in nulliparous patients. 


THE OPERATION OF PARAVAGINAL SECTION FROM THE PorINnT OF VIEW 
OF OPERATIVE GYNZZCOLOGY. 


The object of the incision is to obtain free access to the diseased 
organs consistently with certain surgical principles. If care be taken 
not to injure the sphincter ani and the rectum, almost every other 
structure may be cut through in order to gain a free and extensive 
field for manipulation of the affected parts. The left labium is cut 
through and with it the whole of the vaginal tube and vault; the 
paravaginal and pararectal tissues are laid open; the levator ani 
and coccygeus muscles are entirely or partially divided as well as the 
cellular tissue of the ischio-rectal fossa. The first incision through 
the labium is made externally through the skin and subcutaneous 
structures of the perineum round towards the coccyx below the level 
of the anus, so as to get the widest gaping of the wound and con- 
sequently a full view of the parts situated higher up. 

The second part of the operation consists in making a circular 
incision round the vault of the vagina, so as to separate the portio 
vaginalis uteri and gain access to the broad ligaments. The third 
stage is the process of separation of the diseased uterus by ligation 
of the broad ligaments, which must vary to some extent according 
to the complications of the individual case. 

In performing the operation it is best to have the aid of two 
assistants who are familiar with the steps in the surgical proceedings. 
Suitable specula are used to expose the parts, and the vaginal portion 
is steadied as required by the assistant on the left of the operator. 
The operator seizes the perineum and introitus in the middle line 
with the thumb and forefinger of the left hand: the first assistant 
standing on his right side takes hold of the left labium about the 
middle and helps to put the parts slightly on the stretch. The 
operator then makes rapidly and firmly the incision through the 
labium between the two sets of fingers and runs it outwards and 
downwards in a curve round but well free of the anus till it reaches 
the coccygeal region. The incision is then carried upwards along . 
the whole length of the vagina to near the uterus on the left side of 
_ the posterior fornix. The hemorrhage is now so profuse as a rule 
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that it is best to stop cutting and seize bleeding points with pressure 
forceps. With increasing experience the tendency appears to be to 
endeavour to arrest the hemorrhage completely at this point before 
proceeding further. Then, by small incisions and blunt dissection 
with the finger or the handle of the scalpel into the ischio-rectal 
fossa, the first stage of the operation is complete. 

The second incision, that round the portio vaginalis, is now made. 
Its distance from the os uteri must vary according to the nature of 
the disease of the uterus, especially the size of the mass to be brought 
through the wound. The remaining details of this part of the opera- 
tion are just those of the corresponding stage of ordinary vaginal 
hysterectomy, the difference being the remarkable facility with which 
all parts, including the parametrium of both sides, can be reached and 
manipulated. It is my routine practice as soon as the peritoneum is 
opened, first in the vesico-uterine fold, and then in the pouch of 
Douglas, to push through specially prepared sponges held by silver 
wire, so that when the uterus is separated and withdrawn the bowels 
are held up out of sight or in any case out of the reach of accident. 

The closing of the wound is greatly facilitated by the previous 
application of special forceps to the angles of the vagina formed at 
the junction of the paravaginal and the circular wounds. The 
forceps should be applied at the moment the circular wound is com- 
pleted: otherwise it is sometimes difficult to identify the parts owing 
to the extraordinary retraction which usually occurs at once. 

When, as the first step in closing, those points in the vaginal wall 
are brought into prominence by a long silk suture which is left 
untied for the present, the extent and relations of the wound become 
apparent, and the process of closure is rendered comparatively easy. 
The method of proceeding in the closure of the wound from this 
stage onwards is as follows: the chasm in the pelvic floor is closed 
by inserting fine silk sutures, which enter the vaginal wall in front 
and pass backwards through the cellular tissue and peritoneum; they 
then enter the peritoneum of the pouch of Douglas and pass for- 
wards through cellular tissue and posterior vaginal wall. The suture 
which includes a portion of the cut broad ligament on the left side 
requires special care. As the sponges are drawn out between the as 
yet untied sutures, the “thimble” drainage tube is inserted, preferably 
well towards the left side. The sutures of the pelvic floor are now 
tied; and that portion of the operation is complete. The vaginal 
porticn and the external portion of the paravaginal wound are now 
closed successively with fine silk sutures, care being taken to leave 
no channel undermining the superficial portions of the wound at any 
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point. The pressure of the thimble drainage tube helps to seal the 
upper end of the paravaginal wound, thus preventing the formation 
of a sinus. 

The routine practice is finally to irrigate the whole field of opera- 
tion by means of normal saline solution passed through the drainage 
tube until oozing has ceased. The vagina is then packed with suit- 
ably prepared gauze, the external wound rubbed over with iodoform 
and the external dressings applied. Special care is taken with the 
suturing of the external portion of the wound so as to prevent in- 
fection by urine, feces, or discharges. The wound almost invariably 
heals by first intention. Before many weeks are over the site of the 
external wound is perfectly smooth (see Plate V.), and later, it some- 
times requires careful inspection to detect the traces of the opera- 
tion. 


THE OPERATION FROM THE ANATOMIST’S PoINT oF VIEW. 


My colleague, Professor A. H. Young, has very kindly given me 
assistance in placing the details of the anatomy of the parts before 
the reader, for which I am most grateful. In March of last year 
he afforded me the opportunity of performing the operation upon the 
cadaver, and Dr. J. D. Lickley, senior demonstrator of anatomy, 
was obliging enough to assist me and superintend my efforts, and 
then to write out his impressions from the anatomist’s point of view. 
Professor Young afterwards dissected the parts and placed his 
description of the wound at my disposal. 


Professor Young’s Description. 

“Patient placed in the lithotomy position; an incision was then 
made from the posterior part of the lateral margin of the vaginal 
orifice obliquely downwards and outwards to the ischio-rectal fossa. 
The incision from the vaginal orifice commenced about one inch to 
the left of the posterior mesial line of the orifice and continued 
obliquely downwards and to the left to end in the ischio-rectal fossa 
nearly midway between the anus and the tuber ischii, or perhaps a 
little nearer the anus, skirting and almost parallel with the left 
lateral margin of the anal orifice. 


The incision was a clean, decided cut, and divided the skin, the 
fat, and superficial fascia, the sphincter vagine, bulbo-cavernosus, 
the transversus perinei, and the lower part of the triangular liga- 
ment. Further, it divided the superficial perineal vessels and nerves, 
and the anterior branches of the inferior hemorrhoidal vessels and 
nerves. At the beginning of the incision it was close to the bulb of 
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the vestibule, but this was not injured, and the gland of Bartholin 
was also uninjured. 

In the ischio-rectal fossa the incision was fairly deep, and divided 
the levator ani. If the incision had been directed more obliquely to 
end a little further away from the anus, the levator ani would have 
remained uninjured. 

A second incision extended along the whole length of the posterior 
lateral part of the vaginal wall. It commenced on the inner aspect 
of the vagina about the level of the os uteri, and terminated below 
at the upper end of the first incision. This second incision did little 
more than cut through the vaginal mucous membrane and sub- 
mucous tissue, and no special blood-vessels were involved.” 

It would be superfluous for the gynecologist to remark on the 
enhanced value bestowed upon his account of the surgical details by 
the exact description given by the Professor of Anatomy. One in- 
ference suggested incidentally in the anatomical description, and 
supported by further experience, is that in certain comparatively 
simple cases the dissection need not extend so high up or go so deep 
into the pelvis as has hitherto been the practice, and that sufficient 
room for inspection and manipulation may be obtained without 
carrying the external wound so near to the coccyx. 


THE OPERATION IN NON-MALIGNANT DISEASES. 

The wave of pessimism which has been passing over Gynecology 
in relation to the results of operations undertaken in the hope of 
curing cancer of the uterus need not disturb our judgement when we 
come to estimate the value of the paravaginal operation in non- 
malignant cases or in cancer of the corpus uteri. To call attention to 
the advantages of this extension of the operation is the main object 
with which this article has been undertaken. Cancer of the cervix 
uteri is an inevitably fatal disease if let alone. Therefore, the hope of 
conferring great benefit justifies an extensive operation; but diseases 
which cause suffering and chronic bad health without seriously 
threatening to become fatal, demand a comparatively safe and easy 
method of operative treatment. It is in relation to this class of case 
that it may be confidently claimed for the paravaginal operation that 
it offers unique advantages and promises to mark a distinct step in the 
evolution of gynecological surgery. But this claim can best be 
established by giving the details of individual illustrative cases :— 


Case I. Arresta Cervicis UTERI. 


B.H., aged 31 years, unmarried (patient of Dr. Mowat, Bolton), 
was admitted to the Southern Hospital, Manchester, on May 11th, 
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1904, complaining of periodic pain in the lower part of the abdomen. 
The patient had never menstruated, but at the age of 15 she began to 
suffer from attacks of pelvic pain once a month. The duration of 
these attacks was about seven days, and the interval between the end 
of one attack and the beginning of the next was about three weeks. 
The patient had to go to bed during the continuance of her pain; 
during the intervals she worked in the mill. In the year 1902 she 
underwent an operation in a local hospital. She thinks it was stated 
that both her ovaries were removed. After this she was free from 
pain for six weeks, but the attacks then returned and continued 
exactly as before. Her life now became a burden to her, and her 
health was becoming seriously undermined. She looked pale, worn, 
and much older than her years. On examination under anesthesia 
the external genitals and vagina were found to be normal, but the 
cervix was small and elongated. The body of the uterus was short 
but thick, and a very firm, rounded tumour, the size of a small 
orange, occupied the pouch of Douglas. A probe passed into the 
cervical canal was absolutely arrested less than one inch from the 
external os. The scar of the previous operation was visible between 
the pubes and the umbilicus. The diagnosis was atresia cervicis 
uteri with hematosalpinx. It was decided to remove the uterus 
and tumour by the paravaginal method. 

As the vagina was very narrow it was freely incised on the left 
side, the incision extending well into the ischio-rectal fossa and up tothe 
cervix. The cervix was freed and the left Fallopian tube apparently 
distended with blood, was brought down. The left broad ligament 
was then completely divided. With some difficulty the cystic swell- 
ing on the right was delivered together with an ovary, and the right 
broad ligament was divided, setting free the uterine tumour and 
appendages. The left ovary was found to be absent. The pelvis 
was drained by means of a glass thimble-tube, and the paravaginal 
incision was closed. The patient made a good recovery and naturally 
experienced complete relief. 

The specimen (Museum number 6869) consists of the uterus, to- 
gether with the right ovary and tube, and a parovarian cyst. The 
tube is seen to be stretched over the upper surface of the cyst, and its 
proximal portion is filled with black treacly blood. The right ovary 
is scarred and nodular. The left ovary is absent, having been re- 
moved at the previous operation. The distal end of the left tube is 
also absent. The stump of the left tube contains some of the 
old treacly blood by which it had been distended. The small uterus 
shows traces of the blood by which its small cavity wasalso distended. 
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There is no communication between the cavity in the uterine body 
and the canal in the lower part of the cervix. A probe passed in at 
the external os is completely arrested after passing 2? of an inch. 
Between the cul-de-sac of the cervix and the cavity of the body there 
is a solid plug of uterine tissue. 


Case II.—ATREsIA OF THE CERVIX UTERI. 


M.P., aged 26, single, a patient of Dr. Waddell’s, of Rusholme, 
Manchester, began with her present illness in July, 1901. She 
had pelvic pain which came on gradually, but she did not take to bed 
until August. She again became ill in September and November, 
1901. In January, 1902, she had a sudden attack of pelvic pain with 
sickness and temporary intestinal obstruction and other symptoms of 
peritonitis. The patient has been ill at times for several years, the 
chief symptom having always been pain in the pelvis. She had never 
menstruated. A “show” occurred twice many years ago, probably 
traumatic from examination manipulation. Owing to severe attacks 
of pain she consulted a gynecologist in another part of England, in 
June, 1898. An operation was recommended and was carried out 
in June, 1898. She was nearly six weeks in a “Home.” After this, 
she remained well for nearly three years. 

Her father is living; he is not known to have any constitutional 
ailment; his age is about 50. Her mother is living and in good 
health; her age is about 50. She has two sisters: one of them is 
married and has three children; the other one is single, aged 25 and 
in good health. Except that tubercular disease of the adnexa was 
suspected, no details have been obtained of the operation above 
referred to. 

On external manipulation, nothing abnormal was observed. 

On examination per vaginam, there was found to be enlargement 
of the body of the uterus, with obscure thickening in the broad liga- 
ments, especially in the left upper portion. Neither sound nor probe 
could be passed even under anesthesia. The cervical canal was of 
average length. Other organs and functions normal. 

Medical treatment, including minor manipulations, pessaries, ab- 
dominal applications and appliances, was tried, but with no improve- 
ment. The final diagnosis was atresia of the uterus with hema- 
tometra. 

OPERATION. Paravaginal section was performed on March 27th, 
1902, Dr. Kilner Clark, of Huddersfield, assisting. The vaginal in- 
cision was easily made and there was not much hemorrhage. The 
uterus was readily detached after ligation of the broad ligaments. 
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There were some adhesions at the left cornu and there was some dis- 
tension of the stump. The right ovary and tube were small, and 
were removed with the tumour. The cavity was drained as usual 
and the incision entirely closed. 

Examination of specimen. On incising the anterior wall of the 
uterus blood squirted on to the window several feet away, the tension 
being enormous. The stump of the left tube was distended with 
black treacly blood. 

After history. Recovery was very smooth, there being no in- 
cident worth recording. 

The patient was seen occasionally for two or three years; she 
remained in perfect health. 

The sudden illness in January, 1902, appears to have been caused 
by extravasation from the stump of the left tube. 


Case FisromyoMATA OF THE UTERUS AND RETRO- 
FLEXION. 


A.D., of Alsager, single, aged 40, a patient of Dr. Crutchley’s, 
was admitted into the Southern Hospital on the 10th January, 1903, 
The symptoms were an excessive and almost constant loss of blood, 
which had been going on for the last 12 months, and pain in the 
hypogastric region. The flow had never stopped for more than a 
week since it began. Menstruation began at 11 years and was 
regular until a few years ago. The quantity has increased during 
the last three years, though the interval has not been shortened. 
There has been dysmenorrhea for several years. 

The patient has a yellow cast of skin and has lost flesh. The 
previous health has in other respects been good. 

January 10th. Examination: No tumourinabdomen. Resistance 
on pressure from hypogastrium along pelvic axis. P.V.: Vagina 
narrow; uterus low in pelvis, giving impression of retroflexion with 
complications. No note concerning heart examination. 

In the hope of improving her condition the patient was kept in 
bed and treated for nearly three weeks for the anemia and 
hemorrhage. 

January 28. Hysterectomy was performed by paravaginal 
section. The uterus was retroflexed but not adherent. The right 
tube and ovary were bound together by adhesions, the tube being 
slightly distended with clear fluid. The left tube and ovary were not 
removed. 

The patient had an unusual amount of distress from the 
anesthetic, but otherwise there were no symptoms worthy of detailed 
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record. The highest temperature was that recorded at the end of 
36 hours, and was 100°. The patient sat up for the first time on 
February 15th, and she was discharged well on February 2lst. 

The examination of the uterus after operation showed that it 
contained nodules of fibroid tumour both externally and projecting 
into the cavity of the body. The condition of the tube and ovary 
removed appeared to be due to regurgitation of blood through the 


tube (hematosalpinx) and the consequent changes in the parts 
affected. 


Case IV.—Frsromyoma oF THE UTERUS UNDERGOING NEcROsIS; 
SARCOMA OF THE PosTERIOR WALL. 
E.G., aged 54 years, single, residing at Bradford, near Manchester, 
was admitted May 12th, 1904. 

Menstruation began at 15 years, and was normal; there was never 
dysmenorrhea. The menopause occurred at 49. The present illness 
began suddenly about six weeks ago with uterine hemorrhage, which 
was profuse at first and then gradually diminished and ceased in 
four days. It came on again last week, and was accompanied with 
pain in the lower part of the abdomen. 

The general health has been fairly good. 

May 5th, 1904, Examination showed the vagina to be senile and 
its mucous membrane inflamed. The body of the uterus was en- 
larged, the sound passing 3} inches. On the withdrawal of the sound 
a foul discharge followed by hemorrhage took place. The patient 
was repeatedly examined during the next ten days. The question 
lay between cancer and fibromyoma undergoing degeneration. 

Operation. On May 25th the uterus was extirpated by para- 
vaginal section. The usual incision was made from the posterior end 
of the vaginal canal to midway between the anus and the tuber ischii: 
the tissues having been separated the posterior-vaginal wall was cut 
through. A thick rubber tube had first been placed in the rectum as a 
guide to the relations of the parts. The uterus was separated from 
the bladder and then posteriorly, and the broad ligaments were 
ligatured and severed. The hemorrhage was somewhat severe. 
The wound was closed and a glass “thimble” drainage tube inserted 
in the roof of the vagina. The final steps were as usual. 

Examination of parts removed. There were three small] sessile 
fibroids on the posterior wall of the uterus. The organ was opened 
along its anterior aspect and the cavity of the body was found to be 
filled with a broken-down mass resembling a sloughing fibroid or 
carcinoma. An incision into the posterior wall exposed a yellowish- 
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white new-growth, supposed to be carcinomatous. Later examina- 
tion proved the tumour to be sarcomatous. 

May 27th, 1904. Wound dressed, gauze packing removed and 
wound irrigated through tube with boric acid solution. 

May 28th, 1904. Wound dressed, packing and tube removed, 
flushing with boric solution and repacking. 

May 30th, 1904. Packing removed and vagina flushed out with 
boric acid solution. Offensive discharge and small slough in ischio- 
rectal fossa. One stitch removed. 

May 31st, 1904. Dressed, packed lightly, slough separated. No 
further details need be given. The patient was well enough to be 
discharged from the hospital on July 2nd, 1904. 

This case illustrates the troubles which occasionally arise from 
the wound in course of convalescence, especially when the patient is 
elderly and in poor health. The paravaginal wound took a consider- 
able time to heal, in the vaginal portion it healed partly by granula- 
tion. 

When seen in July, 1905, the patient was perfectly well. 


Cask V.—MULTIPLE FIBROMYOMATA OF THE UTERUS. 


J.F.W., et. 51, single, a patient of Dr. Stewart, Bacup, was 
operated upon in January, 1906. In this case there was a long 
history of uterine hemorrhage and of repeated attempts to stop it 
and relieve the symptoms, with only temporary success. In the early 
part of 1903, after a hemorrhage lasting seven weeks, the curette was 
used after dilatation by laminaria tents and zinc chloride was applied. 
From examination of the débris removed the diagnosis was then 
adenoma malignum, but it was resolved to wait and watch. All 
manipulations were extremely difficult and painful on account of a 
sort of malformation of the vagina consisting of a narrowing high 
up, less than an inch below the vaginal portion of the uterus. Owing 
to recurrence of symptoms the patient came under treatment again in 
November, 1904, and the same proceedings were repeated. The pre- 
liminaries of dilatation of a very hard cervix had to be carried out 
under anesthesia owing to the difficulty presented by the vaginal 
diaphragm. 

The curette brought away material similar to that obtained a year 
and a half before. The treatment was repeated, and owing to our 
unwillingness to proceed to extremes the same temporizing plan was 
again adopted. 

At an interview with the patient on one of the first days of 
January this year (1906) it was ascertained that after many months 
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of “amenorrhea” the symptoms had recurred. There had been three 
attacks of hemorrhage within the last six weeks of 1905. On 
examination under anesthesia, the uterus was found to measure five 
inches in length with wide cavity. Shape irregular, non-symmetrical. 

The patient looked very ill, and she was advised to have the uterus 
removed. This advice was accepted, and accordingly in January, 
1906, hysterectomy by paravaginal incision was performed. There 
is nothing further to record. The operation was easy, a thimble 
drainage tube was inserted. After the usual flushings it was removed in 
three days. Only external sutures were removed until complete healing 
had taken place in the paravaginal portion of the wound and in the 
vaginal cul-de-sac. 

Examination of the uterus after removal showed that the bulk 
was made up of multiple fibroids. The mucosa of the body was 
velvety, and portions of it along with the irregular nodules removed 
by curetting immediately before the operation were sent to be pre- 
pared for histological examination. The naked-eye appearance 
suggested adenoma. 

The patient went home well and much improved in appearance 
just four weeks after the operation. 


CasE VI.—Matienant oF Cervix Pyomerra; 
NeEcrosinc Frpromyoma. 


E.A.S., et. 55 years; widow for several years; married 30 years 
ago; one child living, et. 24 years; 3 miscarriages. Resident in 
a town in the Midlands. Health has always been good upon the 
whole. From the history, menstruation has been within the limit 
of health. Nothing abnormal about labour and childbed. History 
of abortions not very clear; no cause to be inferred. 

From story of heredity only a certain want of vitality appears to 
be indicated. 

Menopause at or about 47—recollection not quite exact as to time. 
First symptom, occurring in July, 1905, was an attack of hemorrhage 
from the uterus, which continued three days. The hemorrhage re- 
curred at the end of the same month, and continued for three weeks. 
There was no pain then. The bleeding came on again in the 
beginning of October. Since then it has been intermittent with a 
“nasty” discharge in the intervals. 

In July, last year, she consulted a specialist in diseases of women, 
and her friends were then informed that her ailment was too far 
advanced for operation. 

When I had an interview with Mrs. S., early in January, this year, 
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I found that the portio vaginalis uteri was nearly destroyed by 
epithelioma; the left parametrium was involved to a considerable 
extent, and examination per rectum revealed invasion of the left 
sacro-uterine fold. Otherwise, the uterus was so free towards the 
bladder and on the right side that I concluded that the case was not 
unsuitable for the paravaginal operation. There remained a certain 
;mdiagnosed element: the uterus was very large, there was a con- 
siderable amount of constant pain which did not appear to be ac- 
counted for by the amount of infiltration in the parametrium or else- 
where; and the patient’s general state of health appeared deteriorated 
out of all proportion to the physical condition discovered locally. 
Heart, lungs, liver and kidneys appeared to be performing their 
functions normally, and the evidence pointed to careful habits of 
life. Considering all the circumstances it seemed best to advise the 
patient to submit to operation. 

Admitted to nursing home January 27th, 1906. 

Operation, February Ist. Paravaginal hysterectomy. 

As unusual difficulties were anticipated I fortunately obtained 
the assistance of both Dr. Arnold Lea and Dr. W. E. Fothergill. 

The left parametrium gave some trouble, but the ligatures could 
be placed well outside the area of infiltration. The left sacro-uterine 
fold had to be traced very far back, quite beyond the range of the 
practicable in ordinary vaginal hysterectomy, but the healthy tissue 
was reached and ligatures were put on by means of Hagedorn 
needles. The rest of the operation was performed without departure 
from the routine proceedings, except. that the uterus was found to 
be very greatly enlarged, and there was a gush of foul pus whilst 
it was being dragged out. During the healing of the wound there 
was a little sloughing of the fat and subcutaneous tissues just at 
the outer extremity of the paravaginal wound near the anus. The 
healing of the vagina was throughout quite normal. 

Examination of the parts removed showed the presence of pus in 
a considerable cavity formed by the body of the uterus—pyometra,— 
and a fibroid tumour within the uterine wall undergoing a process of 
degeneration (see Plate VI.). 

The patient is now (March 1) completely convalescent. She is 
putting on flesh; she has some colour in her cheeks, and she has 
acquired an expression of animation and energy which was painfully 
lacking before the operation. 

Examination of the vaginal cul-de-sac proves that healing is 
everywhere perfect, and there is absolutely no sign of exudation in 
the region of the left parametrium and sacro-uterine ligament. 

18 
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This case is given here as an example of a class. It is the sort 
of advanced case in which Schuchardt performed the paravaginal 


operation as the safe alternative to the abdominal hysterectomy of 
Wertheim and others. 


ConcuvUsion. 


That the operation of paravaginal section will make its way in 
this country into a recognised position, especially in the treatment of 
such cases as those given here as illustrations, may be confidently 
anticipated. When the operation becomes generally adopted the 
usual modifications of the various operators will no doubt claim atten- 
tion, and improvements not now imagined will be introduced. 
Meanwhile we should make a beginning. 


From private correspondence with German teachers and operators 
I infer that Schuchardt’s operation is gaining a recognized position. 
Professor A. Martin, of Greifswald, informs me that he is performing 
the operation with increasing frequency, and I have observed that 
one of his pupils has published a thesis on the subject.* 


In the work of Déderlein and Krénig,t to which I have already 
referred, there is (p. 489) an excellent and concise description of the 
operation and a generous recognition of its value : — 


In order to obtain better access to the field of operation, 
“Schuchardt worked out an operation of his own which has been 
proved to possess extraordinary advantages in the extirpation of 
carcinoma, even in advanced cases, and also in cases where there 
exist other indications for the total vaginal extirpation of the 
uterus. The object was attained with the help of the so-called 
‘paravaginal incision.’ Lateral incisions of the vulva and vagina 
with the object of obtaining access in cases of narrow and rigid 
vagina had been formerly proposed and even practised. But special 
attention must be called to the fact that Schuchardt’s incision differs 
essentially from these lateral incisions, and that it increases to a 


quite unexpected extent the facilities of access to the uterus and its 
vicinity.” 


Schuchardt, some years before his sadly premature death, was able 
to quote many of his German colleagues who had taken up the opera- 


tion and had spoken and written in support of its adoption in certain 
suitable cases. 


* HAASE. Kasuistik des Schuchardtschnittes. Dissert. Greifswald, 1904 
Operative Gynikologie. Leipzig, 1905. 
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In striking contrast with these facts is the reception which the 
operation has met with in Great Britain and America. Whether this 
is due to the passive resistance which we offer to the immigration of 
new ideas generally—our backwardness which we euphemistically 
designate our conservatism,—or whether the subject has unaccount- 
ably been overlooked, it is impossible to say with confidence. In an 
English work, entitled “Diseases of Women,” which has deservedly 
gone through several editions, the most recent dated 1903, there is no 
mention of Schuchardt or paravaginal section; and a weighty 
American volume on the “Practice of Gynecology,” with ten thou- 
sand illustrations, published last year, is equally devoid of any 
reference to Schuchardt’s operation. 


Holding as I do the firm conviction that the introduction of the 
paravaginal operation was a distinctly beneficial addition to the 
resources of operative gynecology, unique in its usefulness in the 
class of cases by which its benefits are here illustrated, I anticipate 
that its general adoption will arrive sooner or later, and I look for- 
ward to the satisfaction of reading the records of much good work 
by colleagues in Great Britain and the British Empire. 


DESCRIPTION OF PLATES. 


Puate I, 


Fig. 1. Diagram of incision not quite complete From Monats- 
schrift fiir Geburtshilfe und Gyndkologie, by kind permission of 
Prof. A. Martin. Modified by Dr. W. E. Fothergill. 

Fig. 2. Diagram showing the incision and its relations— 
schematic. From Monatsschrift fiir Geburtshilfe und Gyndkologie. 
Modified by Dr. W. E. Fothergill to show line of incision farther 
away from anus. 


II. 


Specimen from Case I., showing a cyst of the broad ligament, 
with atresia of the cervix uteri and the uterine cavity full of old 
blood-clot. 


[From a coloured drawing by Dr. W. E. Fothergill. 


Puate III. 


Uterus from Case III., with fibroid and retroflexion of the body 
and enlargement and erosion of the posterior lip of the neck ; (1) dis- 
tended tube adherent to ovary ; (2) posterior surface of fibro-myomatous 
uterus ; (3) posterior lip of cervix enlarged and eroded. 


[From a drawing by Dr. R. S. Nichol. 
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Puate IV. 


Uterus from Case IV., with sloughing polypoidal growth and 
sloughing mucous membrane of body of uterus. There are several 
small polypoidal fibroids on posterior part of fundus. 


[From a coloured drawing by Dr. W. E. Fothergill. 


Puate V. 


Showing the external wound after removal of the sutures in 
Case IV. 
[From a coloured drawing by Dr. W. E. Fothergill. 


VI. 


Specimen from Case VI., showing (1) malignant disease of cervix ; 
(2), pyometra; and (3) necrosing fibro-myoma. 


[From a drawing by Dr. W. E. Fothergill. 
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Hematology of Pregnancy and the Puerperium. 


By J. C. M. Grven, M.D., M.R.C.P. (Lond.), Liverpool. 


THE enormous advance that has taken place in our knowledge of 
the histology of the blood has led to its investigation under all 
possible conditions, both morbid and healthy. Its composition and 
especially the number and variety of the white cells during preg- 
nancy, labour, and the puerperal period, have been treated of lately 
by some observers on the Continent and America, but, as far as I 
can discover, no English observer has as yet invaded this branch of 
hematology. 

Moleschott and Nasse, as far back as 1854, pointed out that there 
was an increase in the number of the white cells during pregnancy. 

Rieder, in 1892, out of 31 cases of pregnancy which he investi- 
gated found that 21 showed an average leucocytosis of 13,000, with 
a minimum of 10,200 and a maximum of 16,500. 

Hibbard and White, of New York, in 1898, out of 55 cases, found 
an average leucocytosis of 15,000 in 84 per cent. of primipare, and 
of 11,700 in 75 per cent. of multipare. 

These examinations were made within twenty-four hours of 
delivery, or actually in the first stage of labour. The white cells 
rapidly diminished in number after labour, with a slight rise again 
about the sixth day, after which they soon returned to normal. 

The leucocytosis was of the polymorphonuclear type. 

- Cabot, out of 12 cases, found the leucocytic count to vary during 
labour from 10,000 to 37,000 in primipare and from 11,000 to 16,000 
in multipare, with a rapid fall afterwards. 

Ascoli and Esdra state that there is no leucocytosis beyond normal 
limits until the last week of pregnancy. They also make the state- 
ment that the normal digestive leucocytosis does not occur during 
pregnancy. 

Hahl, of Helsingfors, in 1902, in a very careful monograph, 
described his investigation of 36 cases during the last month of 
pregnancy, during labour, and during the first week of the puer- 
peral period. His conclusions are: — 

(1) The white cells are slightly increased in the last few days 
of pregnancy. 
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(2) With the beginning of labour, a marked leucocytosis occurs. 

(3) The leucocytosis depends on an increase of the polymorpho- 
nuclear cells. 

(4) The leucocytosis diminishes during the first week after the 
lying-in period, usually reaching the normal in that 
time. 


Carton, in France, in 1903, also found a polymorphonuclear leuco- 
cytosis in the last month of pregnancy, which increased during 
labour and fell to normal soon after. He noted a slight increase of 
eosinophiles about four days after labour; this was much more 
marked in cases where the child was born dead and macerated. In 
twin pregnancy, the leucocytosis was more marked than with one 


child. 


The following notes show the results I obtained from examining 
the blood at regular intervals in twelve consecutive cases during 
pregnancy and the puerperium. 


The examinations were made as nearly as possible about the same 
time in all cases (between 11 a.m. and 12 noon), so as to avoid the in- 
fluence of digestion, which, as is well known, causes a slight increase in 
the number of white cells, though in this connection it may be noted 
that some have denied the existence of this increase during preg- 
nancy, and also that during the first few days after labour the 
mother is having little else than milky food at short intervals day 
and night, so that the blood count should not vary much on that 
score. 

The first examination was made in most cases before labour set 
in, somewhere in the last few days of pregnancy. The further 
examinations were made within twenty-four hours of delivery, and 
every second or third day afterwards until the end of the second 
week or later. 

The hemoglobin was estimated with Haldane’s hemoglobino- 
meter in several cases; but, as the results proved devoid of interest, 
this method was discontinued. The blood count was made with the 
Thoma-Zeiss hemocytometer, both red and white cells being counted 
in the same pipette by Stengel’s method. The diluting fluid used was 
Toisson’s. The films were in some cases fixed and stained with Jenner’s 
solution; but, as this did not always give satisfactory results, they 
were usually fixed for a few hours in alcohol and ether, and after- 
wards stained with Delafield’s hematoxylin, and counter stained 
with eosin. In making the differential count of the white cells, 200 
consecutive cells were counted. I am aware that for accurate estima- 
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tion of the rarer cells like the eosinophiles this is not enough, hence in 
some of the counts no eosinophiles were found; but the variations 
in these cells did not seem large enough to demand the extra time 
and labour required; where they are stated to be more numerous 
than usual, several hundred cells have always been counted. 


In order to present my results in a short and graphic way, I 
have prepared the accompanying chart, which shows the average 
of all the counts of all cells on certain days. The different curves 


represent the variations in the average of the separate counts of the 
different varieties of cells. 


The red cells in my cases appear to have been distinctly few in 
number at the end of pregnancy, a further slight diminution oc- 
curred immediately after labour (there were no cases of post partum 
hemorrhage), and afterwards they steadily increased towards the 
normal. 

The average total leucocytic count was somewhat raised before 
labour occurred, being 10,500; within twenty-four hours after labour 
it rose to 15,750, and then gradually dropped to 7,250 on the 12th day; 
there was a slight rise on the 5th day, and again on the 9th day. 


The average percentage of polymorphonuclear cells was 65 before 
labour, and rose on the first day after labour to 80; it then steadily 
sank to 35 on the 18th day, with the exception of a slight rise on the 
9th day. ; 

The average percentage of lymphocytes was 28 before labour, 
and fell on the first day after labour; it then gradually rose to 
44 on the 17th day, thus finally being higher than that of the 
polymorphonuclear cells. 

The variations in the number of large mononuclear cells and the 
eosinophiles were slight and unimportant. 


Thus in the last few days of pregnancy there is a slight increase 
in the number of white cells, the relative proportions between them 
being normal. Immediately after labour, and, according to some, 
actually beginning during labour, there is a marked leuco- 
cytosis in which the polymorphonuclear cells are much in- 
creased in number. After this the total count gradually diminishes 
to normal, while the number of polymorphonuclear cells diminishes 
considerably below the normal, and there is a marked increase in 
the number of lymphocytes. 


The slight increase in the total count on the 5th day, in which 
also the lymphocytes take part, corresponds approximately to the 
establishment of lactation and is probably caused by it. Seven out 
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of the twelve cases nursed their children, and in those that did not 
there was some temporary turgescence of the breasts. 

The highest total leucocytic count that was obtained in one case 
was 21,800, and in this case the temperature was raised to 99°5 and 
the pulse was rather quick for twenty-four hours; this was the only 
attempt at pyrexia in all the cases. 

The lowest total leucocytic count on the first day after labour 
was 10,180, and in this case the child had been dead for three days, 
and the cause being probably uremic toxemia of the mother. 

Of the twelve cases, eight were multiparee and four were primi- 
pare, and, contrary to what has been found by others, the leucocy- 
tosis was slightly more marked in multipare than primipare, the 
three highest counts obtained, of 18, 20, and 21 thousand, being all 
in the former class. 

It will be noticed that there is a moderate rise in the total 
leucocytic average after the 12th day, but it is a lymphocytic in- 
crease and not an increase of the polymorphonuclear cells. It occurs 
just about the time that the patients begin to get up and move about, 
and possibly may be due to this, though it is only true to say that 
in three instances this lymphocytic increase was well marked before 
they left their beds. 

In two cases labour was premature, occurring in each case in the 
eighth month; in neither case did the blood count vary from that 
of the others. 

In two cases the child was stillborn, having been dead for two 
or more days in each case. In one of these there was albuminuria 
in the mother and she had had eclampsia in a previous labour, so it 
was evidently toxic in nature. In the other case the mother 
had had a severe attack of vomiting lasting for twenty-four 
hours, three days before labour set in, and the foetal movements 
were never felt afterwards. Unfortunately the urine was not 
examined, but it was probably similar to the first case. In 
both these cases the initial leucocytoses were practically the 
lowest in the series, being 13,000 and 10,000 respectively, while the 
lymphocytic increase towards the end of the puerperium occurred 
to a well-marked degree in one case, being 44 per cent. on the 16th 
day; but in the second case it was absent. Thus renal inadequacy 
seems to diminish the leucocytosis of labour. There was no 
increase in the eosinophiles beyond 2 per cent. in these cases. 
Such increase has been mentioned by others in cases where the foetus 
is dead. 


In seven of the cases chloroform was used to a greater or less 
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extent, but I am unable to detect that it had any influence on the 
blood count. The only other drugs that were employed, besides occa- 
sional doses of ol. ricini and pulv. glycyrrhize co., were ergot and 
quinine, and these were only used in one case in which the lochia per- 
sisted and was too red. Here, in the end of the third week, there was 
a distinct increase of eosinophiles, which on one occasion rose to 12 
per cent. I think this was probably caused by quinine, of which the 
patient was taking 1 gr. thrice daily for several days. These obser- 
vations in this case occurred beyond the period represented in the 
chart. 

A polymorphonuclear leucocytosis is of course the usual form of 
increase in the white cells, being always, according to Ehrlich, the 
result of chemiotactic influences, that is, the action of soluble sub- 
stances either bacterial in origin or otherwise stimulating the red 
marrow and producing a proliferation and active emigration of the 
polymorphonuclear cells into the general circulation. Thus we 
may imagine that the increase in them that occurs during and after 
labour is probably due to the products of the muscular contraction 
of the uterus, stimulating the red marrow. 

Mochnatscheff holds that the sudden increase which occurs is due 
to the active expression of these cells from the tissues of the uterus 
during its contractions. 

But a very striking feature in these cases is one which I have not 
been able to find described by other investigators, namely, the 
marked increase in the relative and actual numbers of the lympho- 
cytes, commencing about the end of the first week of the puerperium, 
and being so marked at the beginning of the third week that they 
are more numerous than the polymorphonuclear cells. The average 
of all the cases on the 17th day being 46 per cent., while of the 
polymorphonuclear cells it was 35 per cent. 

The actual highest count that was obtained was 58 per cent. on 
the 19th day, in a case that was absolutely normal in every respect, 
and when this count was taken the patient had been up and about 
for two days. , 

The only patients whose lymphocytes did not rise above 20 per 
cent. in the second week of the lying-in period were: first, one who 
only had 14 per cent. of lymphocytes on the 14th day. Her child 
had been dead three days before labour, and was born in a macerated 
condition. Her recovery was slew. This case has been referred 
to before as having probably been eclamptic in nature. Secondly, 
one whose highest lymphocytic count was 20 per cent. on the 11th 

day. She was a weakly, anemic woman, her red ceils being only 
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2,800,000 after labour. She was debilitated from frequent child- 
bearing (she had had eight children and was only 35 years of age). 
Her recovery was very protracted. 

Thus I think we can look upon the increase of the lymphocytes 
as a sign that the case is doing well. 

But what is the explanation of it? 

A marked increase in the small white cells is decidedly rare 
compared to increase in the polymorphonuclear cells. It occurs 
to a slight extent in digestive leucocytosis, in pertussis, and often 
to a well-marked degree in pernicious anemia. It is of course most 
marked of all in lymphatic leukemia. According to Ehrlich, a 
lymphocytosis is always due to a local irritation of lymph glands, 
and is an expression of great activity on their part. 

The lymphocytes not being actively mobile like the polymorpho- 
nuclear cells, are not capable of spontaneous emigration, but are 
only swept out passively as they are formed. 

Now, during the period at which this lymphocytosis occurs, the 
main change that is going on in the patient is the involution of the 
uterus, which, in the course of the first two weeks, is reduced very 
much in size and weight and loses about one pound in weight during 
this time. All this material has to be disposed of by the pelvic lymph 
glands, which are thus in a very active condition; hence the presence 
of the excess of lymphocytes in the general condition. . 


ConcLusion. 
1. There is a slight leucocytosis in the last months of preg- 
nancy. 


2. There is a sudden and well-marked leucocytosis immediately 


after labour, probably commencing during labour, as shown by 
Hahl and others. 


3. This leucocytosis is a polymorphonuclear increase, and rapidly 
falls to normal in the few days succeeding labour. 

4. It is about equally common in primipare and multipare. 

5. It occurs alike in full time or premature labour. 

6. Where the child is dead before labour commences, or in renal 
inadequacy, it is only slight. 

7. It is uninfluenced by chloroform and other drugs. 

8. There is a well-marked increase in the lymphocytes, com- 


mencing a few days after delivery and being very marked during 
the second and third weeks; this is synchronous with, and probably 
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caused by, the involution of the uterus. The more marked this 
lymphocytosis is, the better the patient is doing, and the more rapid 
will be her return to health. 
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On Adeno-Cystoma Ovarii Sarcomatodes. 


By Frank E. Taytor, M.Sc, M.A. M.B., M.R.CP., F.R.CS., 
Pathologist to the Chelsea Hospital for Women, London. 


Tue more careful study of their histological structure to which 
ovarian cystomata have been subjected within recent years has 
established the fact that their malignant nature is much more 
frequent than was formerly believed. A large number of observa- 
tions have now been recorded since Klebs! and Olshausen ? first drew 
attention to this condition. “Towards the menopause,” says Mr. 
Alban Doran,? “cystic sarcoma and cystic adeno-sarcoma are 
common.” 

When an ovarian cyst undergoes changes which eventuate in 
malignant disease we are confronted most frequently with a carcino- 
matous transformation. The mere possibility of such a change 
being of a sarcomatous nature is scarcely mentioned even in the 
classical monographs on diseases of the ovary. It seems as though 
attention has hitherto been focussed exclusively on the epithelial 
constituents of ovarian cysts to the exclusion of any changes which 
the supporting connective-tissue stroma may undergo. 

Now, an ovarian tumour which is at once cystic and sarcomatous 
may have arisen in one of two ways. On the one hand, a sarco- 
matous neoplasm, originally solid, may have outgrown its nutritional 
supply, with softening of its central portion which breaks down and 
becomes diffluent and forms a cyst-like cavity within its substance. 
On the other hand, a simple cystic tumour, such as a cystadenoma 
or a dermoid cyst, may develop sarcomatous tissue in its walls, such 
sarcomatous tissue having arisen from the atypical proliferation of 
its connective tissue elements. In the first class of cases the cystic 
formation is merely a fortuitous occurrence in the growth of a solid 
sarcoma, and the cystic cavity is lined by necrotic sarcomatous tissue. 
The term “cystic sarcoma” best indicates this condition. In the 
latter variety, where sarcomatous tissue develops in the wall of a 
cystoma, a mixed tumour or a combined tumour is produced, best 
designated “cysto-sarcoma.” The sarcomatous tissue may develop 
either in an adeno-cystoma or in a dermoid cyst, when the former 
may be termed “adeno-cystoma sarcomatodes” in conformity with 
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the term “adeno-cystoma carcinomatodes” applied by German 
writers to the much more common condition produced by the de- 
velopment of carcinomatous tissue in an adeno-cystoma. 

Clinically there is usually a striking difference between the 
cystic sarcomata and the sarcomatous cysts. In cases of cystic 
sarcomata the malignant nature of the tumour is usually apparent, 
and a histological examination of the growth after removal by 
operation is only made to confirm and verify the diagnosis. Cases 
of adeno-cystoma sarcomatodes, on the other hand, may present all 
the clinical characters and naked-eye appearances of ordinary benign 
cystic adenomata, and at the time of removal no suspicion of their 
malignant nature may be entertained. The diagnosis then rests on a 
careful histological examination of the tumour after removal. 

The development of sarcomatous and carcinomatous tissue in 
the walls of ovarian cystomata, both adenomatous and dermoid, 
constitutes what has been commonly but erroneously termed “ malig- 
nant degeneration of ovarian cysts.” As Griffith and Williamson ‘* 
point out, “ When an innocent tumour develops malignant characters 
we ought not to speak of the process as a degeneration ; degeneration 
means a loss of vitality leading often through slow or more rapid 
gradations to ultimate death. Malignancy, on the contrary, implies 
an activity and vitality so great that along the track of the malignant 
invading cells the normal tissues are disintegrated and destroyed.” 
This malignant evolution is probably a more common occurrence in 
ovarian cystomata than is usually believed, but, so far as I am aware, 
no criteria are available for the determination of the frequency of 
this condition. 

Many of the cases of recurrence and metastasis-formation fol- 
lowing ovariotomy for ovarian cysts considered to be benign, as 
recorded by Olshausen,> Winternitz,® Baumgarten,’ Schlegtendahl,® 
and others, probably belong to this category. 

The frequency could, I think, only be established by submitting 
to microscopic examination all ovarian cysts, however simple they 
may appear to the naked eye, and by the careful record of the after- 
histories of large series of ovariotomies, in order to determine the 
proportion of cases in which malignant metastases and recurrences 
supervened. Some light, however, is thrown on the subject by the 
researches of Cohn,® who found 100 cases of malignant disease 
among 600 ovariotomies performed by Schréder, z.e., 16°6 per cent. ; 
and those of Leopold, who found 26 malignant tumours, 7.e., 22°4: 
per cent., among 110 completed ovariotomies and 6 exploratory 

celiotomies for ovarian tumours. 


270 Journal of Obstetrics and Gynecology 


In this connection it is a striking fact,as I have elsewhere stated,!® 
that the late Sir Spencer Wells found that malignant disease con- 
tributed 36 per cent. to the known causes of death in patients who 
had recovered from the operation of removal of one or both ovaries. 
Mr. Roger Williams,!! who pointed out this fact, examined the 
records of the after-histories of 1,000 completed ovariotomies per- 
formed by Sir Spencer Wells, and he put the matter very forcibly 
when he stated that he found “that of those who recovered after 
‘completed ovariotomy 117 have since died, the cause of death being 
unknown in 29; of the remaining 88 no less than 32 had succumbed 
to malignant disease, or 1 in 2°75. During the same period I have 
ascertained that the cancer mortality in the general population 
among women of the same age was 1 in 15. Thus the cancer mor- 
tality was nearly 53 times greater for those whose ovaries had been 
removed than for those who had undergone no such operation. 
Moreover, the proportion of cancer deaths was much greater among 


those who had undergone double ovariotomy than in those submitted 
to the unilateral operation.” 


The two following cases of adeno-cystoma ovarii sarcomatodes 
have recently come under my own observation :—~ 


Case rt. E.S., a married woman, aged 62, was admitted into the 


Chelsea Hospital for Women on October 10th, 1905, under the care 
of Dr. T. W. Eden, complaining of abdominal enlargement and 
pain, uterine hemorrhage, and frequent micturition. She had had 
three children (the last twenty-five years ago), and three mis- 
carriages. 

The abdominal enlargement was first noticed in May, 1905, six 
months before admission. The enlargement was thus a very rapid 
one. The menopause occurred at the age of 51. There had been an 
almost continuous hemorrhagic discharge for the last four years 
when the bleeding commenced without any obvious cause. Three 
years previously the patient had undergone an operation for this in 
another London hospital. The operation is said to have consisted of 
curettage with the removal of a uterine polypus. In spite of this, 
however, the hemorrhage persisted. No pelvic tumour seems to 
have existed, or at least to have been found, on that occasion. There 
was no disturbance of the urinary functions until June 1905, when 
catheterization was necessary. Since then there has been polla- 
kuria. On examination the heart and lungs were normal. There 
was some general arterio-sclerosis, but no cardiac enlarge- 
ment. Abdominal examination revealed the presence of a large 
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swelling which occupied the greater part of the abdomen and was 
most marked below the umbilicus. It was of a soft consistence and 
fluctuation was elicited. There was a fluid thrill over the tumour. 
No definite edge could be felt. The umbilicus was not flattened 
out. There was dullness on percussion on both sides of the middle 
line, becoming more resonant in the left flank. The right flank was 
quite dull. There was no shifting dullness on rolling the patient 
over on to her side. There were no enlarged veins in the abdominal 
wall. The greatest girth measured 35} inches. 

On vaginal examination a soft swelling was felt continuous with 
the abdominal tumour. It lay in front of the uterus, which was not 
enlarged. Some external hemorrhoids were also observed. 

On October 18th, ether was administered and Dr. Eden opened 
the abdomen by a sub-umbilical median incision. The presence or 
absence of free fluid in the peritoneal cavity is not mentioned in the 
notes of the case. A large multilocular ovarian cyst immediately 
presented. It extended upwards to the diaphragm and the under 
surface of the liver which was shrunken and contracted. A broad 
pedicle attached the tumour to the right side of the uterus. This 
was ligatured and cut through, the tumour being thus removed. The 
left ovary appeared to be normal. It was not removed. The 
abdominal incision was sutured in three layers, without drainage. 
Convalescence was only interrupted by a slight attack of post- 
operative heematemesis in the shape of a little coffee-ground vomiting, 
which subsided in one day. The patient left the hospital in due 
course. 


Pathological Report. 


The tumour after removal was found to be a large collapsed 
multilocular cystoma of the right ovary. It had contained six pints 
of clear colourless serous fluid. The cyst walls were everywhere 
smooth and glistening and of a greyish-white colour; nothing in the 
nature of papillomatous outgrowths being present. The major 
portion of the cyst wall was thin and membranous. In one part, 
however, there was a plaque-like thickening eight inches in diameter, 
with a maximum thickness of one inch. It became gradually 
thinner at its circumference, so that its edges gradually shelved oft 
into the surrounding thin membranous portion of the cyst wall. 
The tube and mesosalpinx took origin from this thickened plaque. 
The substance of this plaque on section was pale pink in colour and 
fleshy and homogeneous in appearance. It seemed to be surrounded 
by a thin fibrous capsule which could readily be peeled off. It was 
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also very friable, its fracture suggesting to the naked eye the 
appearance of organizing fibrin, and this appearance gave rise, 
before the histological sections were examined, to the belief that the 
thickening might be the result of an old hemorrhage into the wall 
of the cyst. 

Microscopically the tissue was composed of large round and 
spindle cells, sarcomatous in nature. (Figs. 1 and 2.) In places the 
cells were closely packed (Fig. 2), in others they formed a network 
of fine columns in a simple connective tissue where the sarcomatous 
tissue was spreading into the surrounding stroma of the cyst-wall 
by way of (?) the lymphatics (Fig. 4), and in others again they were 
disposed round well-formed blood-vessels, which are the pre-existing 
blood-vessels of the cyst-wall. (Fig. 3.) 

For permission to publish this case I am indebted to the kindness 
of Dr. Eden. 


CasE m1. Sections from the second case were prepared by me 
and shown at the Obstetrical Society of London in February, 1903, 
by Dr. Inglis Parsons,!? who reported the case under the heading, 
“ An Unusual Case of Sarcoma of the Ovary.” 

M.E.B., a married woman, aged 33, was admitted into the Chelsea 
Hospital for Women, under the care of Dr. Inglis Parsons, on May 
Ist, 1902, complaining of swelling in the abdomen. She had had 
one child seven years previously, and one miscarriage at four months 
in June, 1901. Menstruation had been regular until one month 
ago; since then there had been irregular losses. 

The swelling in the abdomen was first noticed in June, 1901. 
For four months before admission into hospital there had been 
some pain in the abdomen on sudden movement, and also some pain 
on passing water. The bowels were confined. 

Examination revealed a mitral systolic murmur. The lungs 
were healthy. The temperature was 101°2°. The abdomen was 
occupied by a large, rounded, irregular swelling, extending up to 
the ribs, most prominent below the umbilicus. It was dull on per- 
cussion. No fluctuation or thrill could be made out. Both flanks 
were resonant. The tumour felt hard in some parts, but elastic in 
others. Per vaginam the uterus was found retroposed, but not 
enlarged. The cervix was firm, and there was no blueness of the 
vagina. 

The diagnosis of multilocular ovarian tumour was made. Ovari- 
otomy was performed under ether on May 9th, 1902. The tumour 
presented the appearances usually seen in a multilocular ovarian 
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Fig. 3. (a) Normal pre-existing arteriole in eyst-wall surrounded 
by sarcomatous tissue, containing (4) a newly-formed blood space in 
the sarcomatous tissue. 
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Fig. 4. Shows spread of sarcomatous tissue into surrounding stroma 
of cyst-wall by way of (1) the lymphatics. 
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cystadenoma. Some of the cysts were tapped, but the contents were 
too gelatinous to flow, and a large incision had to be made to deliver 
the whole tumour. There was no ascites, and there were only a few 
adhesions to omentum, which were tied off. The pedicle was rather thick 
and more fleshy than usual, and it was tied in two parts by an inter- 
locking ligature. The tumour was found to spring from the left ovary. 
The right ovary was normal, but bound down by recent adhesions. These 
were separated, and the ovary was freed and left in the pelvis. The 
wound was sewn up in three layers. 


Pathological Report. 

After a naked-eye examination of the specimen in the patho- 
logical laboratory, I wrote the following report :— 

The tumour is a large multilocular ovarian adenomatous cyst, 
containing seven pints of red grumous colloid fluid. The exterior 
of the cyst wall, though quite smooth, is lumpy and tuberose. The 
interior of all the cysts is smooth and glistening, and free from 
papillomatous growths. The thickness of the cyst wall varies very 
much, in some places being thin and membranous, in others half 
an inch thick and fleshy. The contents of the cyst vary much in 
consistence and colour, some being grey and very viscid, some dark 
red and fluid. 

A portion of the thick fleshy part of the cyst wall was submitted 
to microscopic examination which revealed the typical appearances 
of a mixed round- and spindle-celled sarcoma. 

The patient’s temperature, which had touched 102°F. just before 
operation, fell to normal the same day, and remained so for fourteen 
days. The large incision united by primary union, and the stitches 
were removed on the sixth day. So far the patient had made an 
uninterrupted recovery. 

On the fifteenth day she complained of pain, and the resident 
medical officer, Dr. W. Darling, noticed some swelling in the left 
iliac region, and also behind and to the left of the uterus. The 
temperature rose to 101'4°. The patient’s general condition re- 
mained good. The swelling, however, continued to increase, but 
no rigors occurred, and the temperature did not rise above 100°4°, 
Hence Dr. Parsons concluded that no pus was present, though it 
was thought that there was some inflammatory effusion into the 
pelvis. It was not suspected that this might be a recurrence of the 
growth. 

By June 4th, twenty-six days after operation, as the patient's 
condition was getting desperate, the abdomen was re-opened. A 
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huge mass of new growth was found extending up from the pelvis 
to the abdominal wall and matting everything together. The 
patient died the next day. 

Post mortem Report. 

Sixty hours after death I performed a partial post mortem ex- 
amination, being only allowed to examine the abdomen. I found 
the following conditions : -— 

The body was well nourished, with much abdominal distension. 
There was an abdominal incision, reaching from two inches above 
the umbilicus to just above the pubic symphysis, which was well 
healed except for a small opening in the middle, where there was 
a sinus containing a gauze-drain. On opening the abdomen in the 
middle line a large quantity of thin yellow fluid escaped, followed 
by reddish-brown blood-stained fluid, several pints altogether. | 


The incision in the lower half of the abdomen led straight into 
a thick mass of growth in the peritoneum. On cutting through 
this, the whole pelvis and the greater part of the abdomen were 
found to be occupied by similar growth, in which were embedded 
the uterus, ureters, and the greater part of the omentum and intes- 
tines. The uterine appendages could not be recognized. There was 
also a large mass of growth in the glands along the front of the 
lumbar spine. It was with great difficulty that this mass could be 
removed. There were small masses of secondary growth in the 
peritoneum covering the liver and spleen. The kidneys were both 
much enlarged, and showed dilated calices; they were also soft and 
easily lacerated. The ureters were much distended. 

After a prolonged search through the literature of ovarian cysts, 
I have been able to collect the records of the following cases of 
adeno-cystoma ovarii sarcomatodes : 


Dr. T. W. Eden’s Case.'8 

In November, 1903, Dr. Eden showed before the Obstetrical 
Society of London an ovarian cyst which had been removed in the 
Chelsea Hospital for Women on September, 1903. It is now in the 
museum of the Royal College of Surgeons, and is numbered in the 
catalogue 4505 B. 

The cyst was removed from a married woman aged 35. The 
tumour had been recognised by her medical attendant three and a 
half years previously, but had only become large enough to attract 
the patient’s notice six weeks before the operation. The general 
health had been very little affected. The operation was difficult 
from the presence of numerous adhesions. 
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The tumour is a multilocular cyst. On the inner aspect 
of the wall of the principal loculus is a solid conical growth 
of firm consistence and equal in size to a walnut. Microscopically 
it was found to be composed for the most part of tissue which closely 
imitated the structure of a fibroid tumour. Running through it 
were bands of sarcomatous tissue, consisting of masses of large 
round cells with numerous larger, multinucleated cells. It was 
classified as a fibro-sarcoma. The patient was in excellent health 
seven weeks after the operation. 

“Tt is probable,” remarked Dr. Eden, “that the prognosis of the 
case is not much impaired by the presence of this growth.” In the 
College of Surgeons’ Catalogue, however, it is stated that the patient 
died about five months after the operation from extensive recurrence 
in the pelvic cavity and abdominal wall. 

Here, then, we have a multilocular cystic tumour, removable 
without difficulty, in which a small solid mass (that might easily 
have been overlooked), growing from the inner aspect of the cyst 

all, proved on microscopical examination to be sarcomatous. There 
can be no doubt that the rapid recurrence in the pelvic cavity was of 
ajsimilar sarcomatous nature. The rapidity of the fatal issue from 
r¢currence—about five months—is remarkable. 


Dr. Richard Alcock’s Case.\4 


An unmarried woman, aged 33, who had borne one chi'd many 
years ago and who was cohabiting with a man when she came under 
observation, complained of abdominal enlargement. She was 
thought to be pregnant, and near the full time. One day she 
received a blow on the abdomen from the handle of a washing 
machine. She was seized with violent abdominal pain. The ab- 
domen very rapidly enlarged to an enormous size. (n the following 
day, December 14th, Dr. Alcock saw her and found the abdomen 
distended to its utmost capacity, the skin being glossy and thinned. 
It appeared to be upon the point of rupture. The patient was in 
severe pain, which was referred to no particular part of the abdomen, 
but was described vaguely as being “all over the body.” She lay 
on her back with the thighs flexed. The face was drawn and 
anxious; the tongue was dry; the pulse was weak, rapid, and flutter- 
ing, and the urine was almost entirely suppressed. 

Abdominal examination revealed the presence of a large ab- 
dominal tumour, with signs of free fluid in the peritoneal cavity. 
The diagnosis of ovarian tumour with ascites was made. After 
removal to hospital the general condition improved; the kidneys 
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acted more freely, and the extreme distension of the abdomen passed 
off. 

On December 21st the abdomen was opened and a large quantity 
of clear, slimy, yellowish fluid resembling white of egg escaped. 
This appeared to be the escaped contents of a ruptured ovarian cyst. 
This was exposed and, after enlarging the incision in the abdominal 
wall, removed. The pedicle presented no special difficulty but was 
rather broad. It was ligatured and the tumour was cut away. The 
wound was sutured without drainage. The tumour is described as 
a multilocular cystadenoma of the left ovary, in which no one loculus 
was of predominant size. It measured twelve inches by seven. It 
appeared in no way remarkable: there were no intracystic papillary 
growths: the cyst walls were fibrous and firm: there was no sugges- 
tion of malignancy about it. 

Very marked improvement in the general condition followed the 
operation, but was not long maintained. By September, 1903, the 
patient had become anemic and emaciated, and suffered from very 
frequent vomiting. There was some fullness in the abdomen and 
a small tumour of the right ovary was detected. Her condition was 
now too bad to justify operation. She died on October 13th, and an 
autopsy was performed on the following day. 

On opening the abdomen about a pint of clear watery fluid es- 
caped. The whole abdominal cavity was occupied by a white friable 
tumour-mass, in which the viscera were embedded. One flat cake 
represented the great omentum, extending from the stomach to the 
pubes. The growth was entirely peritoneal in distribution, and 
invaded the whole peritoneum. Where refoldings took place, as at 
the omentum and appendices epiploice Jarger masses were present. 
The right ovary formed a tumour equal in size to a small orange. 
It contained many cysts, the largest being the size of a pea. Micro- 
scopically it contained more or less unaltered stroma, and the cyst 
was lined by epithelium. There is no record of any microscopic 
examination of the large tumour of the left ovary removed 
at the operation. The new growth from the peritoneal cavity was 
a round-celled sarcoma. It was homogeneous and was traversed by 
large blood-vessels with little of definite walls of their own, appear- 
ing as blood channels through the growth. 

It was unfortunate that there was no microscopic examination of 
the primary cyst. From the proved sarcomatous nature of the 
recurrence there can be no doubt that sarcomatous tissue was present 
_ in the wall of the primary cyst, and that this had been entirely over- 
looked. The spontaneous rupture of the cyst is to be noted. Here 
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again death resulted from abdomino-pelvic recurrence within a 
short time—less than ten months—after the operation for removal 
of the primary cyst. 


Cullen’s 

A woman, aged 63, had complained for six months of abdominal 
pain and enlargement. She had had ten children and four miscar- 
riages. The menopause occurred at 47. Cceliotomy showed the 
tumour to be a right ovarian cyst. It was removed and recovery 
was uninterrupted. 

The cyst was irregularly globular smooth, glistening, and pink. 
It was composed of two parts—an upper, consisting of one large cyst 
cavity, with a wall averaging one millimetre in thickness; and a 
lower semi-solid portion, composed of many small cysts. Its inner 
surface was grey, smooth, and glistening, with a few yellowish, 
velvety, wart-like masses. At four or five points, dome-like masses 
with smooth surfaces sprang up between the papillary masses. The 
cyst cavities were all lined by a single-layered, high-columnar 
epithelium, and the dome-like masses still presented cylindrical 
epithelium at their margins, though it had disappeared at their con- 
vexities. The masses themselves consisted of large round cells with 
irregular nuclei, and scattered throughout the nodules were large, 
multi-nucleated, irregular plaques of protoplasm. They were there- 
fore sarcomatous nodules originating in the connective tissue beneath 
the epithelial lining. 

“It has been our routine practice,” says Cullen, “to take sections 
from various parts of all ovarian cysts removed, whether to the naked 
eye they appear to be of any importance or not. Had it not been for 
this systematic examination of all specimens removed, we would not 


have been so fortunate in discovering the sarcomatous process here 
described.” 


Dr. George Elder's Case.'® 


This case is very inadequately recorded, but seems to have been 
a cysto-sarcoma of the right ovary. 

The tumour, which was shown at the Obstetrical Society of 
London in 1883, was removed from a woman aged 55. It was first 
noticed eighteen months previously, when it was equal in size to the 
closed fist. Latterly it had grown rapidly. 

On examination a distinct ascitic wave was elicited. The tumour 
was freely movable; it was closely attached to the uterus, being 
almost continuous with it. 
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At the operation it was found to be attached quite up to the 
uterine body on the right side, with a wide connection to the broad 
ligament. It was evidently the right ovary which had undergone 
degenerative change. Under the microscope it showed the spindle- 
celled structure of a sarcoma. 

No further history of this case is given. No microscopic exami- 
nation of the primary cyst was made, but from its rapid growth and 
recurrence there was certainly sarcomatous tissue in its walls, which 
had been quite overlooked because no careful histological examina- 
tion had been made. 


Pfannenstiel’s Case? 


Pfannenstiel’s patient was a virgin, aged 47. Menstruation 
was regular until a year previously; since then it had been somewhat 
prolonged. For four years she had suffered from slight abdominal 
pain. Six weeks before admission there was an attack of severe pain 
in the abdomen, the side, and the sacral region. Latterly, this had 
been less severe. 

On examination the lower abdomen was occupied by a hard 
tumour which had reached up to the umbilicus. It seemed to be 
closely attached to the left side of the uterus. 

Laparotomy was performed on November 8th, 1890. The 
tumour, which had partially burrowed beneath the peritoneum, was 
equal in size to a man’s head. The peritoneum was incised over 
the tumour, which was partly enucleated, when the pedicle was 
encountered and ligatured, the tumour being removed. There were 
no adhesions. The peritoneal sac was obliterated by sutures and 
the abdominal wall was then closed. Recovery was uneventful, and 
the patient returned home. 

Later she became ill with similar symptoms, became cachetic, 
and died on February 8th, 1891—less than four months after the 
operation. As the patient died at home, the cause of death could 
not be ascertained. 

The cyst sprang from the left ovary. It was unilocular, and was 
partly covered by peritoneum. Near the pedicle there was a thick- 
ened portion equal in size to the palm of a man’s hand, 2cm. in 
thickness. In this neighbourhood the cyst wall contained some 
small scattered papillary outgrowths. The cyst wall also was other- 
wise uneven, showing some scar-like depressions. On section the 
tissue was white and homogeneous. It contained some irregularly 
shaped spaces and canals, which possessed smooth walls and con- 
tained lymphatic fluid. 
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Microscopically the tissue of this thickened portion of the cyst 
wall consisted of highly vascular connective tissue, through which 
were scattered masses of columns of large round- and spindle-shaped 
cells, which in places were closely packed and in others included 
numerous blood spaces. Much of the tissue was fatty and necrotic. 
The papillary growths consisted of delicate connective tissue lined by 
a single layer of cylindrical epithelium, sending many gland-like 
tubules into the subjacent tissue. The remainder of the cyst wall 
was thin and fibrous. Its inner surface was very vascular and 
bright red in colour; it was smooth except for a few islands of low 
papillary outgrowths. These presented purely adenomatous char- 
acters. The epithelium lining the cyst wall consisted of a single 
layer of large cells with large nuclei. It was fatty and much de- 
generated. The connective tissue of this part showed no sarcomatous 
characters. 

We have here, then, to deal with a papillary cystadenoma of the 
ovary in which a large part of the wall consists of large round- and 
spindle-celled sarcomatous tissue. Pfannenstiel has, therefore, 
properly designated it a cystadeno-sarcoma papillare. The tumour 
developed partly between the layers of the broad ligament. The 
operation for its removal presented no special features, adhesions 
and ascites being absent. No secondary deposits were observed, 
though this does not prove their absence at the time of operation. 
After an uneventful recovery from the operation the patient re- 
turned home, where she again suffered from similar symptoms, 
developed a cachexia, and died—apparently from recurrence— 
within four months of the operation. 


Two Cases from St. Thomas’s Hospital Reports.'® 


I. A single woman, aged 46, complained for two or three years 
of occasional pain and swelling in the right side of the abdomen. 
For a year she had noticed a hardness in the abdomen. Three weeks 
previously the patient had been examined by a doctor, who dis- 
covered a tumour. 

The patient was a healthy looking woman. The abdomen was 
occupied by a large cystic tumour springing from the pelvis and 
reaching up to the costal margin. Vaginally the tumour could be 
felt distinct from the uterus, which was retroverted and lay behind 
and to the right of the tumour. A harder portion of the tumour 
could be felt immediately in front of the cervix. 

The abdomen was opened and a little ascitic fluid escaped. The 
cyst sprang from the right ovary. It was tapped and four pints 
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of chocolate-coloured fluid were removed. On drawing the col- 
lapsed cyst out of the abdomen a more solid mass was felt in the 
lowest part of its walls. The pedicle was transfixed and the cyst 
was removed. The left ovary was also removed, as it was found 
to be slightly enlarged and indurated, and cystic. 

The tumour removed consisted of one large cyst, with extremely 
hard solid masses in the part near the pedicle. The interior of the 
cyst over an area of three inches diameter, near the solid part of 
the tumour, was covered by an irregular, hard, warty growth; there 
were a few separate warty growths at some distance from the 
main mass. At another part was an intracystic growth equal in size to 
a cherry, of softer consistence, giving the appearance of a papilloma. 
The rest of the tumour consisted of several rounded cartilaginous 
masses surrounded by a smaller cyst, which contained altered blood. 

The pathologist’s report, signed by Mr. Shattock, stated that 
“ Both ovaries show a spindle-celled sarcomatous growth ; the nodules 
in the cyst wall are of dense fibrous tissue (? sarcomatous). The 
hard mass in the small cyst also shows the same sarcomatous 
growth.” 

The patient recovered. Her subsequent history is unknown. 


II. A single woman, aged 46, had suffered from occasional 
attacks of abdominal pain for three years. She had noticed a swell- 
ing in the abdomen for three months. An irregular mass was 
felt in the left lower part of the abdomen. It was hard, rough, and 
lobulated, and did not feel cystic. Its removal was difficult from 
the presence of adhesions. The pedicle was also twice twisted. The 
right ovary felt hard and was removed. The cystic tumour of the 
left ovary measured 9 x 6} x 4 inches, and weighed 3 lbs. 103 ozs. It 
consisted of a large cyst containing half-a-pint of clear serous fluid. 
The solid part of the tumour was irregular and lobulated, and con- 
sisted of a whitish solid mass of almost cartilaginous hardness. The 
pathologist’s report was: ‘Sarcoma of left ovary; early sarcoma of 
right ovary.” 

Twelve months later the patient, having meanwhile enjoyed ex- 
cellent health, was readmitted for intestinal obstruction and died 
a few hours after operation. Postmortem: extensive adhesion 
between intestinal coils found, but no secondary deposits. 

Abadie and Bender’s Case.'9 

A multipara, aged 44, had been aware of a tumour in the lower 

abdomen for three years. It was at first painless; it grew slowly and 


became more and more painful. Menstruation had been irregular. 
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The patient was very emaciated and presented a cachectic appear- 
ance. Laparotomy showed the tumour to spring from the right 
uterine appendages. It was firmly adherent to the abdominal wall, 
omentum, and intestines. There was abundant ascites. Numerous 
peritoneal metastases were present. Removal of the tumour was 
impossible. A nodule was removed from the peritoneum. Micro- 
scopically it consisted of spindle-celled sarcoma. The patient died 
three months later, after a continued aggravation of the pain and 
with progressive cachexia. No autopsy was performed. 

Abadie and Bender believe that the tumour was a multilocular 
ovarian cyst which had undergone a sarcomatous evolution with 
peritoneal generalization. 


Potocki and Bender’s Case.?° 

A woman, aged 24, had complained for thirteen months of severe 
pain in the right lower abdomen with amenorrhea. During this 
time the abdomen had gradually increased in size. Three months 
prior to admission there was a brusque change in the patient’s con- 
dition. The tumour grew much more rapidly, and differences in 
consistence presented themselves in different parts of the tumour. 
Constipation alternated with diarrhea. There was such marked 
emaciation, that within these three months the patient had lost half 
her weight. 

A cyst of the right ovary undergoing malignant evolution, to- 
gether with ascites, was diagnosed. 

Recovery was uneventful. No further history is given. 

The tumour was equal in size to the adult head and contained six 
litres of sero-sanguineous liquid. The wall was of very variable 
thickness and contained several hard, solid plaques of varying sizes, 
one of them being equal in size to the palm of the hand. Similar 
plaques were found in septal walls within the cyst. The large cyst- 
cavity was for the most part deprived of epithelium; where it was 
present it consisted of regular cylindro-cubical cells. The solid 
plaques presented the typical histological features of a spindle- 
celled sarcoma, portions also presenting the appearance of myxo- 
matous tissue. 

Here, then, we have to deal with a multilocular ovarian adeno- 
cystoma which, after having been benign for several months, took 
on a sarcomatous evolution, as evidenced by the sudden change in 
the clinical history, with the onset of cachexia three months prior 
to operation. 
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Instances of this condition have also been described by Geyer,”! 
Biermann,2? Busse,2* Unverricht,?4 Fischel,25 and Simoff.2® The records 
of these cases, however, are contained in sources inaccessible to me. 
I am therefore unable to give a résumé and can only refer to them. 

These cases are all I can find on record of the development of 
sarcomatous tissue in the walls of multilocular ovarian cystadeno- 
mata. It is thus a decidedly rare condition, or at least it is a condi- 
tion which is rarely recognized. 

The development of carcinomatous tissue in cystomata of this 
nature is a more frequent occurrence. I have elsewhere recorded an 
instance of this condition. 

Least frequent of all is the occurrence of both sarcomatous and 
carcinomatous elements in such cystomata, two only, those of 
Pfannenstiel and Simoff, being on record. 

Sarcomatous tissue, however, frequently develops in dermoid 
ovarian cystomata, examples of this condition being recorded by 
Knowsley Thornton,?’ Flaischlen,?® Cohn,?® Biermann,?° Unver- 
richt,3! Busse,32 and others. 

Clinically it would seem that much divergence of symptom- 
atology characterizes this development of sarcomatous tissue 
in multilocular ovarian adenocystomata. 

The age of the patients when submitted to operation has varied 
from 33 to 62 years, the oldest being the case I now record. 

The clinical history permits a division of the cases into two 
groups. In one group the signs and symptoms are those of a benign 
ovarian cyst. The operation for removal of the cyst has been easy 
and uncomplicated, and, as a rule, the immediate recovery has been 
uneventful. The sarcomatous tissue has not presented any obtru- 
sive features to the naked eye, and the malignant nature of the cyst 
has only been recognized by its careful macroscopic or histological 
examination, or by subsequent recurrence, or by the formation of 
peritoneal metastases. 

In the other group the signs and symptoms of an ovarian cyst 
have existed for some time, and the onset of the sarcomatous change 
has been indicated by the occurrence of abdominal pain, rapid 
growth of the tumour, emaciation, and the development of cachexia. 
In some cases ascites and irregular masses of unequal consistence 
have developed in a tumour previously smooth and regular. 

As regards the appearance of these sarcomatous cysts when re- 
moved, Mr. Alban Doran ** contrasts them with benign cysts, and 
states that “the surface of an innocent ovarian growth, free from 
inflammation, is smooth, regular, shiny, and silvery white. Its 
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vessels appear small, well-defined, and red or light blue in colour. 
The surface of a malignant cyst is usually dull, irregularly tinted 
with dirty-white, blue, and green. Its vessels are big, dark, and 
unhealthy-looking, as its circulation is faulty. In an innocent 
cystic adenoma the outer wall may appear of a dull green colour, 
and gelatinous, and usually bears large vessels, but the colour is 
uniform, and the vessels, though dilated, look healthy.” Although 
this may be true of some cases, the differentiation is often not so 
easy, as in my own cases and in several of those recorded such, e.g., 
as that of Cullen; for in these the true nature of the growth could 
only be ascertained after careful histological examination. 


The sarcomatous tissue may be present in the walls of cysts 
which otherwise look innocent, in the form of plaque-like solid 
thickenings as in my own cases, as irregular nodosities, as in 
the cases reported by Fairbairn and Cullen, or as senile or polypoid 
solid growths springing from the cyst wall, as in Eden’s case. 


It would seem, therefore, that Dr. Brewis*4 is more correct when 
he states that, “after the abdomen is opened it is easy in many cases 
to diagnose by well-known physical signs malignant degeneration 
of an ovarian tumour, yet in many cases to do so is impossible.” 


The question of recurrence and metastasis formation is also a 
matter of great practical importance. In the carcinomatous cysts 
these are very common and are not confined to the peritoneum, but 
are often found in the substance of various organs, especially the 
liver. In sarcomatous cysts metastases are rare, and they are con- 
fined entirely to the peritoneum. Such metastases were present in 
the cases recorded by Friedlander Simoff,3° Beeckel,3” and 
Dunbar.*® Simoff’s case is of particular interest. In the cyst 
wall sarcomatous was combined with carcinomatous tissue, and 
both these elements formed metastases. The sarcomatous metastatic 
deposits were confined to the peritoneum, whilst the carcinomatous 
metastases were found only in the liver and other organs. 


Recurrence usually follows ovariotomy in cases of adeno-cystoma . 
ovarii sarcomatodes within a very short time and is singularly con- 
fined to the peritoneum. It grows with fearful rapidity, and usually 
causes death within a few weeks, or at most months, after the per- 
formance of ovariotomy. 


The development of sarcomatous tissue in the walls of multi- 
locular adenomatous ovarian cysts thus seems to produce a form of 
malignant disease characterized by a very high degree of virulence. . 
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A Case of Chronic Inversion of the Uterus of 
Puerperal Origin. 


By Ewen J. Mactean, M.D., C.M. (Edin), M.R.C.P. (Lond.), F.R.S.E., 
Senior Gynecologist, Cardiff Infirmary; Consulting Gynacolo- 
gist, Porth and Mountain Ash Cottage Hospitals, etc. 


A.L., et. 29, a married woman, was sent to the gynecological 
department of the Cardiff Infirmary, in December, 1905, by Dr. 
E. W. S. Martin, of Brithdir, whom she hed consulted for repeated 
and copious hemorrhages following on her last confinement, which 
latter had occurred two and a half months previously, and in which 
‘she had been attended by an unskilled midwife. The patient had 
had three or four miscarriages and five full-time normal confine- 
ments. 

At the last labour, however, the placenta had been retained, and 
there is reason to believe that a considerable degree of traction was 
applied to the cord. As a result of this and other manipulations, 
the secundines were eventually delivered, and immediately there- 
after a very free post partum hemorrhage occurred accompanied with 
some amount of collapse and local pelvic pain. The patient rallied, 
and the blood loss, which was present and which continued in vary- 
ing amount, appears to have been regarded as only an unduly pro- 
-jonged and free lochial discharge. In other words, the local 
condition had been uninvestigated and unrecognised until medical 
advice was sought. The patient was then sent to me by Dr. Martin. 

On admission the profound anemia was very noticeable, as also 
were the marked debility and weakness. The pulse was soft and 
compressible, though not more frequent than 80 per minute. The 
temperature was 98°, and the urine normal. Per abdomen, nothing 
noteworthy was made out. Per vaginam, the passage was found 
to be occupied by a smooth, elastic, pear-shaped swelling of deep- 
red colour, about two and three-quarter inches in length, its broader 
and lower end being about one inch and three-quarters in diameter. 
The narrower stalk of the tumour sprang from the antero-superior 
wall of the vagina, and presented a slightly elevated collar-like rim 
in its circumference at the level where it became continuous with the 
vaginal walls. There was no opening into which a sound could be 
passed to represent the uterine cavity. 
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Bimanually, nothing corresponding to the body of the uterus was 
appreciable in the pelvic cavity, and a cup-like depression was felt 
leading to the vaginal tumour. 

From the history, symptoms, and physical signs presented by the 
case, no difficulty was experienced in arriving at the diagnosis of 
inversion of the uterus of puerperal origin. 

The everted mucosa of the uterus, though not ulcerated, was soft, 
and even the gentlest handling in examination induced considerable 
hemorrhage. This tendency indicated the adoption of a line of 
treatment which should be as promptly effective as possible; accord- 
ingly, on the day after admission, the patient being prepared for 
operation either by the vaginal or abdominal route, she was deeply 
anesthetised. Steady centripetal pressure was apnlied to the uterus 
by the hand in the vagina, and this somewhat diminished its bulk. 
Ordinary bimanual pressure and counter-pressure proving ineffective, 
a volsella was fixed both anteriorly and posteriorly in the middle line 
at the level of the rim which represented the junction of the cervical 
and vaginal lining membranes. Pressure applied evenly as against 
these two fixed points caused a further demarcation of the rim. 
This became sufficiently marked to allow of the affixing of the four 
volselle at equal intervals apart, on the now easily recognizable 
cervical lips. The volselle thus placed being held by assistants, I 
was able to exert, without any considerable risk of laceration, a 
steady and forcible pressure with the thumbs over the fundus and 
the remaining fingers of both hands effectively supporting the lateral 
walls of the uterus. In the course of a few minutes the uterus was 
slowly and completely re-inverted. The cavity was then freely 
douched with hot iodine lotion, and iodised phenol was applied to the 
interior. Thereafter a tight pack of sterilised gauze was inserted 
to prevent any tendency to recurrence of the inversion, and for the 
same reason a silk-worm gut suture was applied at either angle of 
the now very patulous and flaccid os uteri. 

The patient made an uninterrupted recovery. 


Remarks. 


The qualification “chronic,” as applied in the case here described, 
is used in the sense suggested by Oui in his paper recorded in the 
Annales de gynéc. et d’obstét., October, 1901, where the term is 
employed to indicate that the condition of inversion is present at a 
time subsequent to labour later than the date when it is usual for 
the catamenia to return. 

No comment is needed as to the probable causation of the condi- 
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tion beyond the expression of the hope that the effectual operation of 
the Midwives Act will shortly render so unduly delayed a recog- 
nition of a grave departure from the normal an impossibility. 

The diagnosis was unmistakable. It was of much interest to 
note the extent to which involution of the uterus had advanced in 
ten weeks notwithstanding the inversion. 

As to treatment, I have never used a repositor, and the readiness 
with which bleeding ensued on making examination seemed to me a 
contra-indication, and its employment would probably have involved 
harmful delay. 

Amputation was out of the question, as there was no local sepsis, 
sloughing, or ulceration. 

The desideratum was reduction at one sitting under anesthesia, 
and had the taxis measures which are recorded above proved un- 
availing I intended to open the abdomen and to divide the 
“cup” posteriorly, from the peritoneal aspect, as deeply as might be 
required for the reposition by bimanual manipulation, a method I 
have seen adopted with signal success. This is probably a safer 
method than those in which a corresponding division is effected from 
the vagina through an opening in the anterior or posterior fornix. 
The field of operation is under more complete control for suturing 
and hemostasis after the reposition, and for the purpose of effecting 
the reposition the counter-pressure from above may be more con- 
veniently and accurately applied. 

This additional instance of the successful application of taxis in 
chronic inversion suggests that in like cases the method should be 
given a fair trial before resort is had to anterior or posterior colpo- 
hysterotomy or to abdominal section. 


Current Literature: Obstetrics 


REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Contributions to the Physiology of Reproduction. 


(Francis H. A.), and Jotty A.). Philosophical 
Transactions of the Royal Society of London. Vol. exeviii., 
pp. 99—141. 


Tus, one of the latest contributions to the subject, is a valuable 
addition from the comparative standpoint to our knowledge of the 
changes associated with menstruation in the higher mammals. 

The observations of the authors would appear to confirm the views 
of Heape as to the analogy between the proestrum of the bitch and 
the menstrual period of the human subject, and still further to 
establish the comparative similarity between the estrous cycle of the 
lower mammals with the menstrual cycle of the Primates. 

They draw attention to the fact that the estrous cycle in these 
mammals is affected in its frequency by such conditions as climate, 
environment, domestication and captivity, which suggests the 
possibility of explaining the less marked but nevertheless varied 
types of the menstrual cycle of the human subject. 

Their investigations on the changes in the uterine mucous mem- 
brane during the prowestrum seem to support the view that there is 
considerable destruction of the surface epithelium, associated with 
which at this stage and in the following recuperative stage, there is 
a marked leucocytosis, which they suggested is functionally con- 
nected with the destructive processes. 

Considerable evidence is produced to show that ovulation gener- 
ally occurs during the period of estrum or “heat” in many of these 
animals, but that the heat period is not necessarily dependent on 
ovulation, as evidenced by the fact that some animals such as bats 
ovulate at other times than at the heat period. As having a bearing 
on this lapse of time between the two phenomena, some experiments 
were performed to determine the probable period of life of sper- 
matozoa; this was found in the dog and the rabbit not to exceed 
13 days. Such observations do not support the view that ovulation 
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is the direct cause of menstruation, nor does the fact that ovulation 
in the bitch occurs after the proestrum coincide with the views 
expounded by Fraenkel. The changes occurring during the pro- 
cestrous period would seem to be preparatory to the lodgement of the 
ovum. 

A second series of observations deals with the ovary as an organ 
of internal secretion. Definite positive results were obtained, 
by the injection of ovarian extracts, or by ovarian grafts. The signs 
were in many instances somewhat transient, but in one castrated 
bitch, the authors found definite evidence of cestrum, one month after 
ovarian grafting, although on examination of the ovaries three weeks 
later, they “had undergone some fibrous degeneration of the stroma” 
and “the ova had apparently undergone degeneration,” which raises 
an important point as to how far the parenchyma may degenerate 
and yet be capable of performing its functions. It supports also the 
results obtained by Limon as to the changes occurring in transplanted 
ovaries. 

Working on Fraenkel’s theory of the influence of the corpus 

luteum on the course of pregnancy, several experiments were per- 
formed on bitches and rats, in which the ovaries were extirpated at 
various stages of pregnancy. The results in every case showed 
that odphorectomy before mid-term inevitably ended in abortion or 
destruction of the embryo, while in those experiments in which the 
ovaries were removed during late pregnancy, its course was not inter- 
fered with. 
_ Though these experiments were apparently performed to support 
Fraenkel’s view, the authors admit that they consider it impossible to 
destroy the corpus luteum and lutein tissue completely without totally 
extirpating the ovary. In view of Fraenkel’s results, the authors 
seem justified in concluding that the interruption of preg- 
nancy is due to the absence of corpus luteum influence rather than 
the removal of all ovarian tissue. This question must, however, 
remain open to a certain amount of criticism. 

It is also interesting that the mammary functions appeared to be 
unimpaired in those cases in which pregnancy went to term. 

The authors consider that the ovary exerts its influence by means 
of its internal secretion at regular recurrent periods, causing the pro- 
cestrum and cestrum of mammals. The activity can be influenced by 
climate, environment, and artificial methods of feeding. They do not 
agree with Fraenkel as to the influence of the corpus luteum on 
“heat” and menstruation, pointing out that no animal is known to 
experience a condition of procstrum so long as there is a c. luteum 
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present in one of the ovaries. These experiments emphasize the 
importance of recognizing an active and relatively quiescent stage in 
the functions of the ovary, and that for purposes of medication, those 
glands which are in a state of procestrum or estrum are most suitable. 
Many practical points are suggested by a survey of the work 
carried out by the authors. 
E. Scorr CarMIcHAEL. 


Eclampsia in Multipare. 
Cova (Ercore). La Ginecologia, October 31st, 1905. 


AmonG the last 80 patients with eclampsia in Professor Pestalozza’s 
Clinic in Florence there were 33 multipare. This percentage of 
multipare, 41°25, is higher than that recorded in the statistics pub- 
lished in any of the twenty-six papers quoted by Cova. An interest- 
ing point not noted by the author is that there was not one case of 
twins among his 33 patients. In one of his fatal cases there were 
14 fits before and during labour and 89 after. Cova draws the follow- 
ing conclusions from the study of his own statistics and those of 
others. Eclampsia is much more rare in multipare than in primi- 
pare. In multipare it is likely to occur at a more advanced period 
of pregnancy, and unexpectedly, without prodromal signs and 
symptoms. In a third of Cova’s cases the time of onset of the con- 
vulsions was during the puerperium. The tendency to hemorrhage 
is more marked, the prognosis is graver, and the mortality varies 
directly with the number of previous pregnancies. The prognosis for 
the foetus also is more grave than in the case of primipare. 
Henry Russet, ANDREWS. 


Complete Prz-uterine Occlusion of the Vagina, Vesico-vaginal 
Fistula, Trans-vesical Impregnation ; Porro’s Operation. 


Montini (Arturo). La Ginecologia, November 15th, 1905. 


THE patient was 26 years of age, of short stature, poor skeletal and 
muscular development, and of low intelligence. Her pelvis was 
generally contracted, with a conjugate of 82mm. (3% inches). Her 
first labour was very difficult and was terminated by embryotomy. 

In her second confinement the head became impacted in the pelvis 
and tonic contraction of the uterus came on. The bladder was full, 
but catheterization was impossible on account of the compression of the 
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urethra by the fetal head. Forceps could not be inserted between 
the head and the pelvis, so craniotomy was performed and extraction 
accomplished by means of Braun’s cranioclast. During manual re- 
moval of the placenta the vagina was found to be extensively lacer- 
ated. A deep tear to the left and behind communicated with the 
rectum below, while the bladder was opened by two tears, one in the 
anterior fornix, the other lower down. The patient ultimately made 
a good recovery, although a vesico-vaginal fistula persisted in spite of 
numerous plastic operations. 

The patient returned to Dr. Montini at the Desio hospital, saying 
that she was 5 months pregnant. It was arranged that she should be 
admitted at 8 months for induction of premature labour. On ex- 
amination at the appointed time, however, the cervix could not be 
found in the vagina. In the anterior vaginal wall was a vesico- 
vaginal fistula, above this the scar of the former second fistula, and 
above this scar a smooth cul-de-sac in which there was no trace of an 
opening, no scar-tissue, no irregularity of any sort. The condition 
was evidently one of complete occlusion of the upper part of the 
vagina with persistence of vesico-vaginal and vesico-uterine fistule, 
which had allowed menstrual blood to escape, and spermatozoa to 
enter the uterus. The most careful examination revealed nothing 
more definite as regards the anatomical relations than that the cervix 
could be felt through the posterior part of the vaginal cul-de-sac. 
Extraction per vias naturales seemed to be too dangerous to be at- 
tempted, as the original deep posterior laceration had probably re- 
sulted in adhesion between the rectum and cervix, and it was 
impossible to say what structures would be involved in an incision 
through the part of the vaginal cul-de-sac which seemed to be nearest 
to the cervix. The patient was therefore sent home, to return at 
full-time for delivery by Porro’s operation. A few days before 
labour was expected Montini received an urgent message to the effect 
that the patient was bleeding. He found that she was losing a con- 
siderable quantity of blood by the vagina. Before the passage of a 
clot she experienced a sensation of pain in the hypogastrium and a 
desire to micturate. The vagina was plugged, ice was applied to the 
abdomen, and ergotin injected hypodermically. The next day she 
was removed to the hospital. On removal of the plug fresh bleeding 
began, so the vagina was replugged, more ice was applied to the 
abdomen, and stypticin was given. The bleeding continued for two 
days, and then, as the patient was becoming blanched, Montini 
decided to operate on the following day. [The account does not 
explain why so much valuable time was lost.] Porro’s operation was 
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performed, the stump of the uterus, encircled by an elastic ligature, 
being fixed in the lower angle of the abdominal wound. The patient 
died on the 4th day after the operation, from the effects of the great 
loss of blood before the operation coupled with post-operative shock. 
There were no signs of peritonitis. Unfortunately no post mortem 
examination was allowed. There is no note made as to whether the 
child was extracted alive or not. 
Henry RvussELL ANDREWS. 


On Simultaneous Extra and Intra-uterine Pregnancy. 
Werner. Monats. fiir Geburts. und Gynakol. Bd. xxii., Ht. 6. 


In a paper occupying thirty-two pages, the author gives a very com- 
plete résumé of the published cases of this condition. Although 
many lists of these cases have been compiled by various authors, this 
one appears to be the most complete which has yet been written. The 
cases of other observers are very carefully analysed, and the subject 
is dealt with fully under the headings, etiology, diagnosis, ete. Under 
the first heading the author gives some useful diagrams showing that 
in some cases at least it is necessary to postulate external migration 
of the ovum across the peritoneal cavity before entering the opposite 
tube. The causation is ingeniously dealt with, but it must be felt 
that any speculations under this head are entirely theoretical. 
The treatment is very fully dealt with, and the paper concludes with 
a complete description of a new case, in which pregnancy had 
advanced to about two months in each instance, ending in abortion 
of the uterine pregnancy and rupture of the tube with hematocele 
formation. The uterine abortion occurred just before the operation 
upon the hematocele. Complete recovery took place. 
Tuos. G. STEVENS. 


Two Cases of Syphilitic Icterus Neonatorum. 


Betti (Uco Arturo). La Clinica Ostetrica, January 31st, 1906. 


Mvaera has pointed out that early and prolonged icterus accompanied 
by rapid loss of weight may be for many days the sole manifestation 
of congenital syphilis. Betti records two such cases which have come 
under his own observation in the orphanage attached to the hospital 
at Castello. 

1. A female child of unknown parents was born at full term, 
fairly developed, of rather delicate aspect, but in apparently perfect 
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health. Two days after birth it was noticed to be jaundiced. It 
began to lose weight, and a fortnight later developed rhinitis, a 
diffuse roseola and sores round its mouth. Treatment with mercury 
was followed by rapid disappearance of all the signs of congenital 
syphilis. 

2. The second case was that of a male infant of unknown parent- 
age, well formed, with all the signs of robust health, and not the least 
trace of contagious disease. Ten or twelve days after birth it became 
slightly jaundiced, and the liver and spleen were found to be en- 
larged. There were no intestinal disturbances. Small doses of 
calomel were given, with the result that the jaundice became less 
marked, but the infant had lost a kilogram in weight by the time it 
was six weeks old, and had the aspect of a little old man. During 
the early part of the second month, after the jaundice had lasted 
three weeks, crusts began to form on the lips, followed by ulcers of 
the soft palate and mucous membrane of the left cheek, confluent 
papules in the region of the genital organs and buttocks, and papules 
scattered irregularly over the rest of the body. The child rapidly 
improved under calomel given internally, and perchloride of mercury 
baths, and ultimately became one of the finest specimens in the 
orphanage. 

Henry RvussELL ANDREWS. 


On Spontaneous Gangrene of both Upper Extremities during 
the Puerperium. 


FraEnKEL. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 6. 


GANGRENE of the extremities as a puerperal complication is but 
seldom seen, although Wormser was able to collect 80 described cases 
from literature. The subject of this paper was a primipara of 24, 
who had a normal delivery with only four examinations in all, three 
by a midwife and one by a doctor before delivery. Twenty-four 
hours later symptoms of sepsis arose without any rigor. No lesion of 
the pelvic organs could be found then or at any time during the 
15 days illness before death. Very energetic treatment was adopted, 
including all the known remedies for general puerperal septicemia, 
including Aronson’s antistreptococcic serum, collargol per rectum 
and later intra-venously, formation of “abscés & fixation,” according 
to Fochier, washing out the uterus with sterile water followed 
by spirit, lysol and sterilized water, and finally by complete 
curettage. In spite of these means of treatment the disease 
progressed, and on the twelfth day there was no pulse to be 
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felt anywhere in the left arm, and at the same time swelling and red- 
ness of the right second and ring finger appeared. The left arm lost 
all sensibility, was a little swollen, and quite painless. Later the 
pulse in the right arm disappeared, and both extremities appeared to 
be well on the way to complete gangrene. About this time the heart 
for the first time showed a well-marked pulmonary, and a definite but 
not so obvious mitral murmur. Death occurred on the 15th day. An 
interesting point in the case is the complete absence of symptoms 
until the gangrene commenced, simultaneously with the development 
of cardiac murmurs. No other embolic processes occurred, but it 
seems possible that in this case the complete blockage of the arteries 
of both upper extremities must have been as accidental a process as 
embolism in general is. It does not appear any more strange that 
the vessels of the upper extremities should be picked out for embolism 
than that those of the brain or lungs should be. Unfortunately a 
post mortem examination could not be obtained in this case to clear 
up the possible causation more completely. 

Tuos. G. STEVENs. 


The Operative Treatment of Intra-cranial Hemorrhages in 
the New Born. 


Editorial—British Journal of Children’s Diseases, December, 1905. 


In this interesting editorial is discussed the possibility of treating 
the intra-cranial hemorrhages of the newly-born by surgical 
measures. The views and practice of Cushing (Amer. Journ. Med. 
Sciences, October, 1905) are set forth. An abstract of Cushing’s 
paper appeared in the January number of this volume of the Journat, 
p- 52, to which reference may be made. 

The diagnosis is made by (1) the history of the labour and especi- 
ally post partum asphyxiation, (2) a tense and probably non-pulsatile 
fontanelle, (3) convulsions appearing a few days after birth, (4) undue 
reflex activity, (5) ocular palsies or difference in the size of the 
pupils. 

Confirmatory evidence can be obtained by lumbar puncture from 
the presence of blood cells in the meningeal fluid. 

Howell Evans, in a communication to the Society for the Study 
of Diseases in Children, January, 1904, pointed out that these 
hemorrhages are due to rupture of blood vessels passing through the 
parietal bone from the scalp to the interior of the skull, via the 
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sagittal fontanelle, the inter-parietal suture, or the parietal foramen, 
by the overriding of the bones during labour. 

Rupture of these vessels produces either a cephalhamatoma 
externa or interna, or a combination of one or both of these condi- 
tions, with intra-dural hemorrhage. 

According to Evans, hemorrhage takes place during the re- 
actionary period after birth, reaching its maximum on the third day. 

The importance of this subject is manifest when one regards the 
frequency with which idiotey, imbecility, and epilepsy follow these 
injuries, and there can be no doubt that in the future there will be 
an increasing disposition to subject such cases to surgical measures. 

A paper on this subject was read at the Edinburgh Obstetrical 
Society at a recent meeting. (See p. 308 of this number of the 
JOURNAL.) 

Victor Bonney. 


GYN A‘COLOGY. 


Malignant Ovarian Tumours in Children, with Report of a Case. 
Donuavuser. Albany Medical Annals, January, 1906. Vol. xxvii. 


THE case reported in this paper is that of a girl of 13, who had an 
attack of abdominal pain a few days after the cessation of the first 
menstrual period, followed by two similar attacks in the course of a 
month. During the last attack there was fever to over 102° and 
vomiting. The diagnosis of ruptured ovarian cyst with twisted 
pedicle was made, though on what grounds it is not easy to discover, 
as no mention is made of what was found on examination of the 
abdomen. Operation revealed a ruptured ovarian cyst, which was 
removed; a quantity of effused blood and fluid was wiped out of the 
abdominal cavity and a glass drainage tube put in. Within a month 
of the operation a second laparotomy was performed as a swelling had 
developed on the right of the abdomen, and there was a return of the 
pain and vomiting. Some bloody fluid with pieces of greyish tissue 
was evacuated and a drainage tube inserted; the patient died about a 
month after the second operation. The autopsy showed a general 
involvement of the peritoneal cavity with a softish, partly necrotic 
growth. These secondary deposits did not infiltrate the tissue beneath 
the peritoneum, nor did they involve the substance of any of the 
abdominal organs. There were no growths outside the abdomen. 
Owing to the amount of necrotic change, the histological examin- 
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ation of the cyst removed at the operation was not sufficiently definite 
to allow of a positive diagnosis as to its character. Asa result of the 
examination of the tissue removed at the second operation the case 
was considered to be one of multiple malignant growth due to im- 
plantation from a ruptured ovarian cyst. Even the examination of 
the growths removed at the post mortem did not make the nature of 
the tumour quite certain; the stroma resembled ovarian stroma, and 
in places suggested a sarcomatous structure, while scattered through- 


out it were masses of cells having the arrangement of an adeno- 
sarcoma. 


The writer has collected 72 cases of malignant tumours in girls 
between the ages of 22 months and 15 years, and his review of these 
cases forms the most useful part of his paper. In a remarkably small 
percentage of cases was a correct diagnosis made, showing that the 
condition when it does occur in children is not easily recognized 
either owing to the difficulty of interpreting the symptoms 
or to the infrequency of the disease. In some cases the tumours were 
discovered accidentally in operating on other organs, in others 
symptoms referable to an abdominal tumour, such as abdominal en- 
largement or dyspnoea, led to diagnosis; in some cases the 
patient came under observation on account of pain and sometimes there 
were symptoms of an acute abdominal condition arising from twist- 
ing of the pedicle or from rupture. In a few cases the patient was 
examined on account of a hemorrhagic vaginal discharge. The dis- 
ease occurs most frequently in children between 10 and 14 years of 
age. Attention is also drawn to the fact that the histological 
diagnosis of the exact nature of the growth is frequently difficult as 
in the author’s case. No reference is, however, to be found in this 
paper to the malignant embryomata of children, such as have been 
described in this Journat by Hicks and Targett (vol. viii., p. 84) and 
Dudgeon (vol. ix., p. 28). It is interesting to note that there are 
many points of similarity between the first case in Hicks and Targett’s 
paper and the one here abstracted; the age of the patient; the onset 
after the first menstruation; the symptoms of the attack; the necrotic 
state of the growth; the rapid recurrence after removal; the super- 
ficial nature of the secondary deposits scattered over the peritoneum, 
and their being confined to the abdominal cavity. As the sarcomatous 
elements only may be found in the secondary growths, it seems 
probable that Donhauser’s case was of this nature. 


J. S. Farrsarrn. 


Journal of Obstetrics and Gynecology 


On Secondary Ovarian Tumours. 
Amann (J. A.). Miinch. med. Wchnschr., December 15th, 1905. 


Tue author contends that the metastatic nature of malignant ovarian 
tumours has hitherto received too little attention. It is more 
frequent than is commonly supposed, and many large bilateral 
ovarian tumours, especially those occurring in young persons, are 
secondary to carcinomatous growths in other organs. He has found 
the primary carcinoma to be situated in the following organs, in 
order of frequency :—Stomach, uterus, mamma, skin, intestines, gall- 
bladder and suprarenal capsule. He distinguishes the following 
three types of secondary ovarian carcinomata : — 

1. Hdematous fibromata with carcinomatous infiltrating deposits. 

2. Tuberose medullary carcinomata. 

3. Cystomata with fibro-carcinomatous deposits. 

Many of these secondary tumours present great similarity to 
endotheliomata, and some possess the structure of colloid carcinoma, 
or of Krukenberg’s tumour. The metastasis-formation results most 
frequently from the escape of carcinomatous elements into the 
peritoneal cavity; the ovary provides a more suitable nidus for the 
further development of these escaped carcinomatous elements than 
does the peritoneum itself. In some cases dissemination occurs by 
way of the lymph or blood-stream. 

Amann lays great stress on the thorough examination of all the 
abdominal organs prior to operation for any ovarian tumour. He 
lays special stress on the examination of the stomach, including 
chemical examination of its contents. 

The primary tumour may be so small that it is readily over- 
looked when the abdomen is opened, and is only discovered after a 
most careful search. 

Many case-records illustrate the various points in this paper, 
which carries conviction with it from the thorough and careful 
way in which the work on which it is based has been carried out. 


Frank E. Taytor. 


Ovariotomy on a Woman of 87. 


Crecuomskt. Monats. fiir Geburts. und Gyndkol. (from the Polish 
Literature of Gynecology, 1903, Medycyna II., No. 30). 


Tne patient was born in 1814 and had had 10 children. Eight years 
previously an ovarian tumour had been diagnosed, but no operation 
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had been performed, as the patient was very averse to it. As, how- 
ever, some symptoms of intestinal obstruction arose, an operation 
was decided upon. The abdomen was opened under local anesthesia 
by Schleich’s method. It was then found that the cyst was so ad- 
herent that separation of the adhesions would be very difficult. 
Thirteen litres of fluid were drawn off, and as the patient now began 
to vomit and experienced much pain, chloroform was given. It took 
two and a half hours to complete the operation, scarcely any of the 
enormous tumour being free from adhesions. Eight grammes of 
chloroform were given in all, and the operation was concluded by 
placing a Mickulicz drain in the pelvis before suturing. The drain 
was removed on the eighth day, the sutures on the twelfth, and com- 
plete healing took place in seven weeks. The aged patient was quite 
well a year after the operation. 
Tuos. G. STEVENS. 


Intra-peritoneal Hzemorrhages in Uterine Fibromyomata. 
Perrier (A.). Thése de Lyon, 1904. 


BLEEDING into the peritoneal cavity is a rare accident when due to 
the presence of a subserous uterine fibromyoma. Such hemorrhage 
may be produced by two different mechanisms, namely :— 

1. By rupture of subserous varices on the surface of the fibro- 
myomatous uterus. 

2. By rupture of peritoneal adhesions. 

In the former case the hemorrhage is diffuse and occurs into a 
healthy peritoneum: it is fulminating in type and demands im- 
mediate operative intervention. 

Perrier records the following case :— 

An unmarried woman, aged 40, who believed herself to be in per- 
fect health, was suddenly seized, whilst walking in the street, with 
violent abdominal pain. During the night the pains persisted, vomit- 
ing supervened, and the abdomen became distended. The uterus was 
enlarged to the size of a three months’ pregnancy. A uterine fibro- 
myoma was diagnosed; but the exact nature of the sudden attack 
was not clear. Appendicitis, ruptured tubal gestation, and torsion of 
the pedicle of an ovarian cyst, were all suggested, but no definite 
diagnosis was made. 

As the symptoms did not subside, laparotomy was performed. 
The peritoneal cavity was full of blood. Sub-total hysterectomy was 
performed, nothing abnormal being found in the tubes and ovaries. 
It was only on examination of the specimen after removal that the 
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source of the hemorrhage was discovered. The surface of the uterus 
showed an arborization of distended superficial veins, one of which 
presented a very obvious tear which was plugged by blood clot. A 
photograph shows the condition very clearly. 

Perrier accordingly challenges the statement contained in certain 
classical treatises: —“ There does not exist a single proved case of 
hematocele by rupture of a varicose vein. All the cases described, 
apart from rupture of an extra-uterine pregnancy are errors of in- 
terpretation.” 

He has also collected six cases of intra-peritoneal hemorrhage 
due to uterine myomata from the literature. A further case was 
abstracted in this Journau for February, 1906. [See vol. ix., No. 2, 
p. 126.] 

Frank E. Taytor. 


Death from Uterine Fibromyomata. 


Thése de Lyon, 1905. 


In this valuable thesis of 280 pages the writer has collected and 
analysed 171 cases of death directly caused by uterine fibroids in 
which no surgical treatment was adopted. This has been done in the 


hope of throwing some light on the question as to how far the pre- 
sence of a fibroid constitutes an actual danger to the life of the 
patient. The causes of death in these 171 cases are arranged as 
follows :— 


1. Cachexia, 9 cases or 5°2 per cent. This is described as a 
state brought about by many different pathological conditions 
among the most important of which are compression of the abdominal 
viscera, exhaustion from hemorrhage, slow infection, copremia, 
phlebitis, cardiac and renal lesions, etc. 


2. Hemorrhage, 11 cases or 6°4 per cent. This group is divided 
into two classes, intra-uterine and intra-peritoneal hemorrhage. 
These figures show that it is very exceptional to find that a patient 
succumbs exclusively to excessive loss of blood. 


3. Infection, 85 cases or 49°5 per cent. This is the most frequent 
cause of death and in the majority of cases appears to depend on 
association with labour or abortion. The details of these cases are as 
follows :—In 47 cases death was caused by gangrene, in 9 of these 
from septic absorption from a sloughing sub-mucous tumour, in 16 from 
septicemia from a gangrenous or suppurating interstitial growth, in 
22 from peritonitis from rupture of an infected focus. In 19 cases it 
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was due to peritonitis from suppurative disease of the appendages 
consequent on the growth of the tumour. In 19 cases death was 
ascribed to peritonitis, without evident lesions of the tumour or 
adnexa, or to pyemia consequent on a uterine phlebitis. 

4. Compression of abdominal and pelvic viscera, 44 cases or 25°8 
per cent. The intestine was involved in 20 cases, the ureter in 13, 
and in 11 the uterus, vagina, bladder or abdominal wall were per- 
forated. 

5. Thrombosis of the pelvic venous sinuses and pulmonary em- 
bolism, cardiac lesions (myocarditis, valvular insufficiency) and 
sudden syncope, 19 cases or 11°1 per cent. 

6. Torsion of a pedunculated sub-serous fibroid, 3 cases. 

Cases of fibroids associated with pregnancy and of malignant 
change in the tumour are not included in this series, as death can- 
not be attributed solely to the tumour. There is, however, a 
discussion of the dangers of these complications. 

The mean age at which death occurred was 443; it occurred 
earliest (423) from infection and latest from cachexia (57), compres- 
sion coming between these (473). 

The author considers that his study of fatal cases shows that death 
directly due to fibroids is rare, though their danger is estimated very 
differently by different authors. More patients die from post- 
operative complications than die from the tumour itself. Out of 100 
patients with fibroids 5 to 10 will die as the result of operation, but 
nothing like this number of those not operated on; in other words 
the surgeon is more dangerous than the tumour. These statistics, 
however, do not give any indication of the life which the patient can 
lead if she is left with the tumour, of her usefulness, of her aptitude 
for work and so on, and it is on this that the justification for the 
operation must rest and not on the actual mortality of those afflicted 
with fibroids. 

In concluding the writer considers that no argument in favour of 
the systematic removal of tumours as soon as they can be diagnosed 
can be drawn from a study of the fatal cases; the deaths are too 
exceptional and the operative mortality is still too high to propose a 
surgical procedure more dangerous than the tumour itself. The 
operation must therefore be reserved, as is the commonly accepted 
opinion, for those cases with symptoms immediately or prospectively 
dangerous, for those with tumours increasing after the menopause, 
and for those where the excessive development of the tumour or the 
exaggeration of the symptoms render life unbearable though not 
directly placing it in peril. 
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A very extensive bibliography accompanies this thesis, as well as 
a short abstract of all the cases collected from the literature. 


J. S. Farrparrn. 


Conservative Operations in the Treatment of Uterus Didelphys. 


Quénv and Le Sourp. Revue de Chirurgie, January, 1906. 


Tue authors restrict the definition of uterus didelphys to those double 
uteri which possess entirely separate cavities. They divide such uteri 
pathologically into two classes: (a) those in which the two cervices 
are separate, (6) those in which the cervices are joined together, 
though the cervical canals are separate. Clinically also two classes 
may be made: (a) those cases complicated by hematometra and its 
sequele of peritonitis, rupture, etc., (b) those cases recognized 
incidentally during abdominal section, or diagnosed by vaginal 
evidence of duplication. The treatment of cases complicated by 


menstrual retention is first discussed. In early times such cases were 
left alone. 


Treatment by puncture or incision. 

Neugebauer, in 1876, recorded a mortality of 50 per cent. for this 
treatment. Meyer, in 1883, recorded a mortality of one case in five. 
The authors have found detailed descriptions of two cases, both 
terminating fatally from peritonitis. The more recent of these cases 
occurred in 1877. Incision per vaginam in this case afforded relief 
tor two years; then the opening closed up again, and a second in-' 
cision was followed by fatal peritonitis. At the necropsy, twelve 
days after operation, a ruptured right pyosalpinx was found. The 
authors are inclined to condemn vaginal incision, mainly on the 
ground that it involves the risk of rupture of a dilated tube. They 
bring forward, however, no adequate evidence in support of this 
position, for they record no cases treated by this simple method, since 
the effective introduction of antiseptics into gynecology. 


Treatment by laparotomy. 

Some surgeons have opened the abdomen to perform odphorectomy, 
others have proceeded to more or less complete hysterectomy, while 
more recently others have attempted to conserve the genital functions. 
Loehlein’s case may be quoted (1894). The patient was a young girl 
of eighteen, who for twelve months, at the time of her periods, pre- 
viously painless, had complained of acute pain, with vomiting and 
fever. A cystic tumour reaching to the umbilicus was present. At 
the operation the left uterus and appendages were normal, the right 
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tube was distended by blood to the size of a child’s head, and was 
connected with a thick walled, slightly distended, right uterus. The 
right tube and right fundus were removed per abdomen, and the 
right cervical cavity opened at a later date per vaginam. The patient 
was cured. 


Quénu’s own case had primary menstrual pain, chiefly on the 
right side. The periods had remained regular. At the age of sixteen, 
on the fourth day of a period, an attack of acute right iliac pain 
oceurred, followed by retention of urine, fever, and quick pulse. The 
following month the symptoms returned, and there was obstinate con- 
stipation. The medical attendant diagnosed appendicitis. There was no 
abdominal distension or vomiting. On abdominal examination Quénu 
found a hard, median, slightly tender mass, with lateral prolongations, 
extending four fingers’ breadth above the pubes. He thought the case 
most likely one of tuberculous salpingitis. This attack was relieved by 
the discharge of a teacupful of blood and mucus from the vagina, 
and the abdominal tumour almost entirely disappeared. Abdominal 
section was performed later, the diagnosis being now clear. The 
uteri were separate above, but joined together in the cervical region. 
The appendages were normal. The smaller right uterus, the cervical 
cavity of which was distended by jelly-like material, was removed by 
supra-vaginal amputation, the line of section passing through the 
distended cervical cavity. A probe could not be passed from above 
into the vagina. Six months later, owing to a return of the 
symptoms, it became necessary to open up the right cervical cavity 
per vaginam, and to suture its mucosa to the vaginal mucosa so as to 
prevent the aperture from closing up. 


Though the authors consider that supra-vaginal amputation is the 
operation of choice in most cases, it appears likely that an equally 
satisfactory result might have been attained in this case at any rate 
by simple vaginal incision without abdominal section. Witthauer, 
after performing exploratory abdominal section in a similar case, and 
excising a distended left Fallopian tube to which, be it noted, intestine 
was adherent, closed the abdomen and incised the distended uterus 
per vaginam. A litre of blood escaped, and the patient was cured. 


The authors summarize other recorded cases of uterus didelphys, 
including three cases not complicated by menstrual retention. They 
lay stress on a careful examination of the permeability of one or both 
cervical canals as a guide to treatment. The number of recorded 
cases is too small to allow the formulation of general rules, and each 
case must be considered on its merits. No case of pregnancy in the 
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remaining uterus has yet been recorded after an operation for the 
removal of one uterus. 

In four recorded cases of simultaneous pregnancy in both uteri, 
abortion occurred. In pregnancy on one side of a twin uterus, the 


case often goes to term, and nine cases are recorded in which the 
child was born alive. 


The article is a most careful one, and gives full references to 
literature. 


W. Sampson HaAnpDtey. 


Utero-Ovarian Diseases and Malthusianism. 


Bosst (L. M.). Annals of Gynecology and Pediatry, November, 1905. 
Vol. xviii., No. 2. 


On those who have dedicated themselves to a study of the problem 
of procreation is laid the duty of demonstrating to their colleagues 
and to the public how very many women are daily mowed down by 
malthusianism, and this in ever increasing numbers. The gyneco- 
logical consequences vary according to the measures used, which may 
be sub-divided logically and clinically as follows :— 

1. Measures which are intended to hinder conception, and these 
are: incomplete coitus, application of rubber hoods to the neck of the 
uterus, sponges, condoms, introduction into the vagina of chemical 
substances adapted for killing the spermatozoa, castration. 

2. Measures which are intended to do away with the product of 
conception, such as criminal abortion and infanticide. 

Criminal abortion. From a study of statistics the author has 
ascertained that in nearly all countries the number of cases of 
abortion has increased in an extraordinary and striking manner. 
Since these abortions are unlawful they are practised secretly by 
dangerous methods, under bad hygienic conditions, and in most cases 
by ignorant and careless people. The patients are badly cared for in 
the abortion, and are even worse cared for during convalescence. 

It is easy to understand how abortion with malthusian intent 
must in a great many cases give rise to: — 

(a) Puerperal infections with consecutive chronic disease of the 
genital system, and not rarely with death of the patient. 

(6) The retention in the uterus of portions of the ovum, which 
decompose and lead to endometritis, ete. 


(c) Uterine subinvolution, which shows itself as chronic parenchy- 
matous metritis. 
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(d) Displacements of the uterus which later become chronic. 

Use of the Condom. The author has clinical notes of such cases 
in which the mucosa of the vagina has been injured, ulcerations have 
been caused, and infections resulted which have extended to the 
endometrium and tubes. 

Use of Sponges and Womb-shields. The secretions of the uterus 
are prevented from escaping, decomposition takes place, and sal- 
pingitis may result. 

Incomplete Coitus. With respect to this practice the author has 
been collecting clinical cases for the last 18 years, and he is convinced 
that it is most injurious. If coitus is not completed the uterus and 
also the ovaries remain in a state of prolonged hyperemia and 
erethism which in time become pathological. 

The results are arterial and venous dilatation, degenerations in 
the walls of the vessels, serous infiltration of the tissues and chronic 
disturbances of nutrition, all of which the author has been able to 
study when surgical intervention was necessary. Three grades of 
metritis are recognised, hyperemic, hypertrophic and sclerotic. 

Clinically there are :— 

(a) In the first stage, as predominant symptoms, menorrhagia and 
metrorrhagia, and moreover, a sense of weight, sacro-lumbar pains, 
nervous irritability, etc. 

(b) In the second, more clearly marked general disturbances of 
the nervous system and of metabolism, pain on walking, scanty and 
painful menstruation. 

(c) Inthe third stage, even more exaggerated general disturbances, 
severe neurasthenia, torpid metabolism, almost complete amenorrhea, 
and, as if it were a punishment inflicted by nature, an incurable 
obligatory sterility. 

To these consequences should be added a great liability to the 
occurrence of fibromata in all women barren by choice. 


Comyns BERKELEY. 
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REPORTS OF SOCIETIES. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held on February 8th, 1906, Mr. F. Bowreman Jzssert, 
President, in the Chair. 


Dr. Breprorp Fenwick exhibited a specimen of a Pregnant Uterus 
complicated with Fibroid Tumours, and read notes of the case. The 
specimen was removed from a patient, aged 36, who had been married 
four and a half months. The menstrual periods commenced at twelve 
years of age, were always regular, lasting four days, but below the 
normal in amount. During the last year or two she suffered from 
increasing constipation with pain and frequency of micturition. The 
last period terminated on September 6th, 1905, since which there had 
been increasing pain on the left side and swelling of the abdomen. 
When seen there were two nodular masses above the pubes, and the 
pelvis was filled by a densely hard nodular mass which could not be 
moved. The cervix was drawn up behind the pubes and was soft. 
The vagina was discoloured. The breasts were enlarged and secreting. 
The pulse rapidly increased in frequency, and pain became more severe. 
On January 16th supravaginal hysterectomy was performed, when the 
lower mass was found to be firmly moulded into the pelvis and the 
cervical canal so compressed that it was doubtful whether a full-term 
child could be brought through. 

In the discussion which followed, Dr. C. H. F. Rout objected to the 
treatment, and considered that by inducing premature labour at a later 
period hysterectomy might have been avoided. He quoted two cases of 
his own where this had been done successfully. 

Dr. ALBERT PuRCELL said there were other tumours in the uterus, so 
that ultimately hysterectomy would have been necessary. 

Dr. Fenwick, in reply, stated that at the time of operation the pulse 
was 120 and the pain was increasing, and he did not think the patient 
would have lived another five months. 

Dr. MacnavGuton-Jonges showed a specimen of Vaginal Cyst removed 
from a patient, aged 35, married, but childless, who complained of 
symptoms of endometritis, for which curettage had been performed in 
September, 1905. During the operation a cystic tumour of the vaginal 
vault was found, which ruptured on removal, allowing a glairy fluid 
to escape. The cyst was lined by spheroidal epithelium and was prob- 
ably a retention cyst. In the following December the patient returned 
complaining of vaginal discomfort and pain. A cyst was found low 
down on the posterior wall about the size of the previous one. This 
was successfully dissected out from the recto-vaginal septum, and found 
to be about an inch in diameter; it contained a clear fluid and had a 
convoluted waxy lining covered with cubical epithelium. 


Reports of Societies 


Dr. C. H. F. Rout alluded to cysts which proved to be instances of 
double vagina. 

Dr. S. SavaGz mentioned a case he had seen recently like those Dr. 
Routh described. 

Dr. Macnavucuron-Jongs, in reply, said that the diagnosis depended 
on the character of the epithelium. 

Dr. ManseLL Movin showed three specimens of Uterine Myomata. 
The first was a portion of a multi-nodular tumour, removed from a patient 
of 53, which had undergone calcareous degeneration and caused discom- 
fort for two years. Both omentum and intestine were adherent, causing 
some difficulty on removal. The second was a tumour with an 
artificial opening in the wall, showing it to be calcareous with 
mucoid contents. This tumour was found to be entirely detached 
from another large one removed at the same time. The third 
specimen was a soft submucous myoma, removed from an _un- 
married patient. The tumour extended up to the umbilicus and caused 
inconvenience by its size. 

In the discussion which followed, Dr. MacNauGHTON-JoNnEs said the 
point of interest in the first specimen was the number of nodular masses 
it contained, and that these occurred frequently after the menopause 
and gave rise to discomfort and fatal hemorrhage. 

The Presipent (Mr. F. Bowreman Jessett) then delivered his in- 
augural address on 

CaNcER OF THE UTERUS. 

It was more than twenty years since he had attempted to deal with this 
disease, and during the last fourteen years he had operated on more than 
200 cases. Out of the large number of cases which presented themselves 
at the Cancer Hospital, in only a very small percentage was any 
operation justifiable. This was due to the delay in seeking advice 
whenever any irregularity in menstruation showed itself. Much res- 
ponsibility also rested on the profession at large, to seek for and 
discover cancer in an early stage, and he would urge the necessity of 
insisting on a thorough examination whenever the least suspicion of 
malignant disease existed. He did not approve of leaflets detailing the 
symptoms and results of cancer being scattered broad cast, because they 
caused unnecessary fear and anxiety. He drew attention to the 
rapid progress of cancer after labour and abortion, and said that these 
factors were thought by some to play a large part in the etiology of the 
disease. When cancer of the vaginal portion of the cervix was present 
there was little difficulty in recognizing it, as there was an irregular 
uneven os which bled readily on manipulation. The treatment for this 
was either high amputation or vaginal hysterectomy. 

When cancer of the body was diagnosed sufficiently early there was 
every prospect of the patient being cured; but the diagnosis was not 
so readily made, as there might be no symptoms except a 
slight increase of the menstrual flow. When the sound was passed there 
might be some elongation of the body and bleeding might follow; under 
such circumstances an examination of the uterine scrapings should be 
made. Occasionally the results were negative, but even then disease might 
be present, as it might be circumscribed. In such cases he advised that 
a report of the condition of the patient also be sent, and if any sus- 
picion of malignancy existed a second scraping should be made. 

The portion of the uterus most frequently affected was the cervical 
canal; here early diagnosis was of the greatest importance, because 
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the disease commenced in the glandular tissue and rapidly invaded the 
surrounding tissues. These were the most unfavourable cases for treat- 
ment, as they were not recognized until the disease had become firmly 
established. He did not believe that infection of the lymphatics existed 
to the extent usually supposed, and considered that the glands escaped 
in the majority of cases where the disease was limited to the os or body; 
but, where the cervix was affected, glandular infection and metastasis 
occurred early and the chances of radical cure were small. When the 
uterus was fixed, and the ureters and bladder implicated, we cannot 
benefit: the patient in any way. In some borderland cases, where the 
disease commenced in the os and extension had taken place along the 
roof of the vagina, and the uterus was movable, we were justified in 
advising operation. 

He then referred to the work of Jacobs, Wertheim, Schauta, and 
Schuchardt, and expressed his approval of the paravaginal incision, as 
it extended the field of operation so much. His own experience was that, 
from the operator’s view, the abdominal method had an advantage, while, 
from the patient’s, the vaginal was preferable. 

In cases of cancer commencing in the cervical canal, the abdominal 
or combined abdominal and vaginal must be the operation of choice. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting held on Wednesday, February 14th, 1906, M.D., 
F.R.C.P.Epin., President, in the Chair. 


VALEDICTORY ADDRESS. 


Dr. N. T. Brewis (President 1903—05) delivered a valedictory 
address, which, owing to his illness, had been postponed from the com- 
mencement of the session. He gave an interesting summary of the life 
and work of the Society during his term of office, referring, first of all, 
to the losses by death sustained during that period, and then dealing 
with the discussions that had taken place, papers communicated, and 
specimens shown at the various meetings. 

Dr. Berry Harr moved a vote of thanks to Dr. Brewis. 


OPERATION FOR CEREBRAL H&MORRHAGE IN THE CHILD. 


Mr. E. Scorr Carmicnagn read a paper, entitled “A Plea for 
Operative Interference in Cerebral Hemorrhage in the Child resulting 
from Dystocia.” The treatment of Little’s palsy, whether medical or 
surgical, was very unsatisfactory when once the disease was established. 
The hemorrhage was usually bilateral, and might be either vertical or 
basal. The hemorrhage did not result from the application of forceps, 
but from the difficulty in labour that necessitated its use. Cushing, 
who had done the only really reliable work on this subject, laid stress 
on the asphyxia as being the immediate cause of the hemorrhage. The 
hemorrhage took place from the veins—usually from the tributaries 
of the large venous sinuses. The symptoms noticeable at and im- 
mediately after birth were asphyxia, paralysis of limbs, convulsions, 
bulging of the fontanelles, and prominence of the eyes. An important 
point in diagnosis was the discovery of blood in the cerebro-spinal 


Reports of Societies 309 


fluid obtained by lumbar puncture. The operation consisted in raising 
a large osteoplastic flap, clearing away the extravasted blood, replacing 
the flap, and closing the wound. Cushing had operated on four cases, 
two of which had survived and improved. The infants stood the opera- 
tion well, and there was little risk if loss of blood was avoided. In 
conclusion, Mr. Carmichael emphasized the following points:—(1) 
The skulls of all dead born children, especially those asphyxiated, 
should be examined. (2) The cause of the hemorrhage was asphyxia. 
(3) Lumbar puncture should be performed in doubtful cases. (4) 
Operation should be performed if symptoms, particularly focal symptoms, 
persisted for a few days after birth. 


A discussion followed, in which Drs. Berry Hart, Freeland Barbour, 
Paterson, Fordyce, and the President took part. Reference was made 
to the difficulty of diagnosis from acute encephalitis, and from small 
scattered cerebral hemorrhages, which could not be benefited by operation. 

Mr. CarMicuagt replied. 


PREGNANCY IN A BricorNnuTE UTERvs. 


Dr. Forpyce reported a case of pregnancy in a bicornute uterus. 
The patient was a healthy, well-developed woman, 28 years of age, who 
had been married 3 years, and had aborted at the 3rd month, a year and 
a half after marriage. There had been no amenorrhoea, and when Dr. 
Fordyce saw her there was a soft polypus protruding from the cervix and 
giving rise to severe hemorrhage. On the left side of the uterus was a 
soft mass about the size of a fist. A few days later a 34 months abortion 
came away; but on examination it was found that the polypus was still 
present. Two days later the polypus was removed piecemeal, and it 
was found that the uterus was bicornute, the septum reaching right down 
to the internal os. The polypus was found to contain decidual cells and, 


although not hollow, it might represent the inverted decidual cast of 
the unimpregnated horn. 


The Presipent and Dr. FREELAND Barsour remarked on the case. 


SPECIMENS. 


Dr. THomas Woop showed an Anencephalic Fatus, with distinct history 
of Syphilis. 

The Present, later on, showed another specimen of the same 
monstrosity, and in this case also there was a history of syphilis. 


Dr. Havirarn exhibited—(a) a Thin-walled Cystic Uterine Tumour, re- 
moved by abdominal hysterectomy, showing intra-cystic haemorrhage ; 
(b) a Subperitoneal Cervical Fibroid, where, after removal, a primary 
tuberculous nodule had been unexpectedly discovered in the body of the 
uterus; (c) Decidual formation throughout the opposite tube in a case 
of Tubal Gestation; (d) a Fibrinous Polypus, removed on account of 
hemorrhage seven weeks after delivery of twins, and found to consist of 
partially calcified tissue containing decidual cells, probably representing 
a blighted ovum; (¢) Double Pyosalping and Ovarian Abscess, removed 
for persistent uterine hemorrhage. 


Dr. Barzour showed a large 7'umour, solid below and cystic above, 
consisting of a uterine fibroid with an ovarian tumour on the top of it. 
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GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCTETY. 


Meeting held Wednesday, January 24th, 1906, Dr. J. K. President, 


in the Chair. 


The following fresh Specimens were shown :— 


Dr. Jarpine: (1) Ruptured Uterus; laceration through the lower 
uterine segment. (2) Cancer of (terus, involving the posterior lip of 
cervix. 

Dr. Nice, Stark: (1) Cadeulus, removed from the neighbourhood of 
the urethra, but not connected with it. (2) Pyosalpinz, 


Dr.Primrose: Anencephalus Foetus, from myomatous uterus. 
Dr. D. Durr: Placenta, from a case of placenta previa. 


PRESIDENT: Sarcoma of Uterus with Placenta, from a case of 
Cesarean section. 


Dr. Jarpine read a paper on 
Four Cases or Osstrucrep Larour; 


two from cancer of cervix, one from hypertrophy and prolapse of cervix, 
and one from complete occlusion of os. 

Case 1. The patient had observed the hemorrhage from the cervix 
when at 3rd month of pregnancy; no previous history of malignant dis- 
ease. When admitted to the maternity hospital the patient was in labour; 
hemorrhage had been severe, but had ceased. The os admitted two 
fingers. Child in transverse position. Anterior lip one hard mass of 
cancer; growth very extensive, and the condition inoperable. Os was 
dilated; version and delivery; child lived three days. Cervix and 
vagina were plugged. Patient did well for the time in hospital. Her 
subsequent history was not ascertained. 

Case i. vi.-para, full term, admitted in labour; slight bleeding 
during pregnancy, posterior lip of cervix cancerous. Os was dilated 
manually and delivery performed. Hysterectomy was performed some 
days later and the patient made a good recovery. 


Case 1. iii.-para, 7 months pregnant, brought in during labour. 
Had prolapse after first confinement, and had worn a pessary for some 
time. The condition became worse during pregnancy, cervix protruding 
from vulva ; cervical canal about 3 in. in length; head presenting. Cervix 
was pushed up, but progress was slow. Manual dilatation of canal and 
application of forceps, but craniotomy was found to be necessary. Uterus 
and vagina were plugged, and the patient did well while in hospital. 

Case iv. i.-para, in labour at full term; pelvis tlattened ; head above 
brim, and freely movable. No os felt, but slight depression. A crucial 
incision was made and the cervix dilated. Head presented by posterior 
parietal bone. Version was performed, and delivery etfieeted. Child 
did not breathe. Tears in cervix were stitched and patient recovered 
well, She had suffered from prolapse for some years, and had worn a 
pessary. 

Dr. Parry, Dr. Linpsay, and the Presipent discussed the paper. 

Dr. JArpingE replied. 
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Dr. ALEXANDER ALLAN read a paper on 
HamMorruaGica NEONATORUM, 


with a record of two cases. 


After a brief description of the theories concerning this rare condi- 
tion, Dr. ALLAN described the cases which had come under his care. 

Case 1. Child of a healthy primipara; labour slow, but uneventful. 
The child was plump and healthy, weighing &4 lbs. Two days later it 
was restless and passed blood by rectum, dark in colour and free from 
clots. No vomiting of blood. Pulse increased in frequency, and tem- 
perature high; no rash seen. Some hours later patches of ecchymosis 
were seen in umbilical region and ever upper part of tibie. Face 
pinched ; eyes sunken. Fresh patches of ecchymosis seen later; tempera- 
ture low; death. No signs of infection at umbilicus. No histery 
of venereal disease in parents; no record of hemophilia or rheumatism. 

Case u. Child of iv.-para; others healthy. Labour occurred one 
week later than first case mentioned ; easy, and child healthy. Three days 
later child passed blood from bowel and vomited blood twice. Gums soft; 
patient restless and fretful, and apparently suffering from abdominal 
pain. Irregular purpura. Spots on buttocks, lower limbs, and chest. 
Pulse rapid; temperature high. Child died in convulsions. No history 
of syphilis; no sepsis. Post mortem examination refused in both cases. 

Dr. ALLAN described the symptoms of this condition, and laid stress 
upon the absence of history in many recorded cases. The main cause 
being in the fragile condition of the blood vessels, the exchanges in the 
circulation, and the alterations in the blood of the new-born. The con- 
dition is considered to be of an infectious character. Treatment is 
general, drugs being of little use. Warmth and feeding of most in- 
portance. 


The Presipent, Dr. Jarping, Dr. Craic, and Dr. Watson discussed 
the paper. 


Dr. ALLAN replied. 
Dr. Batrour MARSHALL read notes of a 
or Facat Mass 1n Cacum piaGNosep aS CANCER OF SMALL INTESTINE. 


Patient, et. 46. Suffered from a small swelling in abdomen, pain and 
sense of fulness in epigastrium ; never free from colicky pain in abdomen, 
with constipation. On examination a hard lump felt in right lower 
quadrant of abdomen, size of a hen’s egy, movable in every direction, 
not tender on pressure, and easily felt bi-manually. Patient was dieted 
and her bowels were attended to. Some months later she was seen in con 
sultation with Mr. Parry, and was operated on by him. At theoperation a 
median incision was made, and cecum was found to contain a large faeal 
concretion size of an egy; uo thickening or narrowing of colon felt. On 
examination of bowel several bodies felt in loop of ilium lying in pelvis ; 
this loop was incised and several plum stones found. Wound closed. 
The fecal mass was easily broken up by fingers and removed through 
an incision in the bowel. A stricture was found in interior of cweuln ; 
this was incised and was found to be simple in character. Putieut made 
a good recovery. 


The Presipent and Dr. Parry discussed the paper. 
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ROYAL SOCIETY OF MEDICINE IN IRELAND. 
SECTION OF OBSTETRICS. 


Meeting held on Friday, February 2nd, 1906, Dr. R. D. Pursroy, 
President, in the Chair. 


Sir A. Macan exhibited a specimen of Degenerated Uterine Fibroid. 
He said that after opening the abdomen of the patient he found the 
tumour pedunculated, and with adhesions. On section the tumour gave 
evidence of being an ordinary fibroma. Pain had previously been com- 
plained of. This form of red degenerative change is said usually to begin 
in the centre of these tumours. 

Dr. ALrrep Situ exhibited a specimen of a Myomatous Uterus wnder- 
going Sarcomatous Degeneration. The patient was about forty-five years 
old, married, but had no family. Her menses had ceased. Operating 
he found a mass of brown matter, which he took to be a polypus. He 
removed the entire uterus. Professor McWeeney’s report on the specimen 
showed, apparently, a polypoid formation projecting from the mucous 
membrane, of undoubtedly sarcomatous structure. The sarcoma tissue 
itself was undergoing mucoid degeneration in some places, otherwise the 
uterus was in an advanced stage of fibro-myomatous overgrowth. Slides 
demonstrating the sarcomatous changes were also shown, under the 
microscope. 

Dr. Hastincs Tweepy considered that Dr. Smith’s case showed the 
necessity for the early removal of all myomata. 

Dr. JeLLeTr suggested that in Sir A Macan’s case the red degeneration 
might have been the result of bacillary infection. 

Dr. Pureroy instanced a case in which he removed a tumour from an 
unmarried woman, which underwent a dark, mahogany-brown discoloura- 
tion, almost identical with that seen in Sir A. Macan’s specimen, and in 
which the change was due to telangiectasis. 

Dr. JeLLett showed two Carcinomatous Ovaries and a Uterus removed 
from a patient aged forty-seven. The tumours were so fixed in the pelvis 
that at first sight their removal appeared impossible, but, on making a 
transverse incision from the centre of the usual mesial incision outwards 
towards the left anterior superior spine, it became possible to pass the 
fingers below the left ovary, and to work across the pelvis to the right. 
The broad ligaments were so infiltrated that it was impossible to tie them, 
and the uterus was in consequence removed, hemorrhage being controlled 
by two clamps passed upwards from the vagina. There was a large 
collection of very foul pus in Douglas’s pouch, and from this an infection 
of the abdominal wound resulted. The patient, whose pulse at ihe end 
of the operation was 160, made an uneventful recovery, save for the wound 
infection. At the present time, six months after the operation, she states 
that her health has been good, and that she has gained in weight. On 
examination, however, it is probable that a return is taking place in the 
tissues round the rectum. 

Dr. JeuLett also showed a Double Pyosalpinz, and the remains of an 
Eztra-uterine Foetus removed from a patient who had been pregnant 
eighteen months before the operation, and who believed that she had 
miscarried. No ovum, however, was seen at the time, and the condition 
of the removed foetus made it probable that it had been retained since 
the supposed miscarriage. The foetus was aged about 44 months. 
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Dr. Kipp said the first case reminded him of one of sarcoma of the 
ovaries, in which the hemorrhage was so profuse after removing one 
ovary that he decided to let the other alone. 


The PrestpenT doubted the value of operation in such cases. 


Dr. J. Spencer Sueriu then read a paper entitled 
“SEQUEL TO AN ATTACK OF ECLAMPSIA.” 


The patient, a young primapara, had had her left kidney removed 
three years previously for tuberculosis. Eclamptic symptoms developed 
in March, 1905, when she was about five and a half months pregnant. 
She had seven seizures, which caused the death cf the feetus. The uterus — 
was emptied by induction of labour, and her recovery was rapid and 
complete. She again conceived ; and on examination early in July, 1905, 
was found to be two and a half months pregnant. She was cautioned 
about her condition, and placed on a milk diet. A little later, in spite 
of diet and care, she developed albuminuria, which, however, was success- 
fully combated by appropriate treatment. Again, in December last, 
albumen made its appearance in the urine, this time permanently. 
(Edema now began to complicate the case. Although the most vigorous 
measures were adopted, on the 8th of last month (January, 1906), when 
she was within about a month of term, owing to the onset of symptoms 
which indicated the near approach of eclampsia, induction of labour was 
performed, and she was delivered in eighteen hours of a living child. 
A few hours later she had a typical eclamptic seizure, and was success- 
fully treated. The points of particular interest are:—(a) Are there no 
methods by which we can with certainty abort threatened eclampsia? 
(2) Would it not be for the good of everyone concerned that this woman 
should be rendered sterile by the operation of tube tying? 


Dr. Purzroy said he believed that when our efforts to relieve the 
patient’s condition were only partially successful, we should take measures 
to empty the uterus, though eclampsia may come on before we have 
succeeded. He thought that in the second pregnancy of this patient he 
would have waited considerably longer before inducing labour. 


Dr. Horns preferred to have the ovaries removed, and mentioned two 
similar cases in his own experience. When a patient had eclampsia 
once, the question was, was she not likely to have a recurrence. The 
second pregnancy of this patient should have been prevented for this 
reason. He believed the kidneys were the primary cause of the disease. 

Dr. Suit said that a dead foetus was a foreign body at best; and, 
therefore, to empty the uterus was the most natural thing to do. Noting 
that eclampsia was imminent in the second pregnancy of his patient, 
he thought it safer to induce labour. Two lives in this case were in 
danger; but that of the mother was paramount. Both were saved. He 
would like to hear the opinions of others.—Should sterility be effected in 
a patient who is liable to attacks of eclampsia? 

Dr. Purgroy said he would not produce an artificial sterility. 


The following Card Specimens were shown :— 


Dr. R. A. Frynn—-(a) Ovarian Tumour with twisted pedicle and 
hemorrhage into the cyst; (b) Parovarian cyst. 
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REVIEWS OF RECENT BOOKS. 


GyrnazcoLoaicaL Diacnosis: A MANUAL FOR STUDENTS AND PRACTITIONERS. 
By Arthur Giles. With 37 original illustrations. Pp. 212 
London: Bailliére, Tindall and Cox. 1906 


Dr. Giles has produced an interesting and useful work. While it does 
not contain very much that cannot be found in ordinary text-books of 
gynecology, the facts are presented and the subject is treated in an 
original manner. “I have aimed,” he says, “at presenting the subject 
of diagnosis from a different standpoint from that usually adopted in 
books on the diseases of women. The characteristic feature of text-book 
descriptions is this: —Given a disease or disorder, what are its symptoms? 
I propose to proceed in the inverse order, and to ask: Given certain 
symptoms, what disorder or disease may we expect to find?” The first 
part of the book contains general directions as to case taking and methods 
of examination, and a general survey of the significance of the following 
symptoms :—amenorrhea, pain, hemorrhage, discharge, bladder and 
bowel disturbance, pruritus, dyspareunia, sterility; the facts being then 
summed up in tabular form. A section follows on the interpretation of 
physical signs. Some excellent original drawings are introduced to 
illustrate the foregoing. The second and larger part is devoted to an 
analysis of the causation and significance of the following twelve 
“leading symptoms”:—pain, hemorrhage, discharge, pruritus, dys- 
pareunia, sterility, repeated abortions, bearing down, bowel or bladder 
disturbance, swelling of the vulva, swelling of the abdomen. At the end 
of each section a tabular summary is given. The carrying out of this 
plan necessarily involves a good deal of repetition, but, by it, material 
assistance will be rendered to students and practitioners in discovering 
what is the matter with patients who complain of pelvic symptoms, 
especially if the diagnosis arrived at be checked by reference to systematic 
text-books of the ordinary type, as the author would no doubt himself 
recommend. The work bears evidence of having been written by a care- 
ful observer and expert diagnostician. His plan is well carried out, and 
the book is worthy of a place on the shelves of the busy practitioner. 
Having expresed our appreciation of the book, we will now offer a few 
. words of criticism and suggestion. 

We notice a singular omission in the chapter on methods of examina- 
tion. The only method of bi-manual examination that is mentioned is 
the vagino-abdominal, the recto-abdominal being omitted. In fact, we 
cannot find in the book any direct suggestion that there is anything to 
be gained by exploring the pelvis per rectum. The combined rectal and 
vaginal examination, and the use of the volsella in diagnosis are un- 
noticed. We think that a caution should be inserted as to the use of the 
sound in some other conditions than pregnancy—gonorrhea, for example 
—where there is a well-known danger in its routine use. Why, again, is 
there no reference to the bacteriological diagnosis of gonorrhea?. All 
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students are now taught to make and stain films, and to recognise the 
gonococcus. 

We have tested Dr. Giles’s diagnostic scheme with regard to several 
common conditions with results that, on the whole, are satisfactory, but 
we note exceptions. No case puzzles the young practitioner more than 
that of the young woman with pain above one or both groins. So far as 
we can sce, this book would, in the case of “chronic lateral pain” with- 
out an enlarged and prolapsed ovary, guide the reader to a diagnosis of 
“odphoritis,” or else would leave him perplexed. We much prefer the 
analysis of ovarian pain given by Dr. Herman in his “ Diseases of 
Women.” Such pain is often of a neuralgic character, the odphoritis is 
“not proven,” and the pain may persist after oéphorectomy. 

One of the most important questions in gynecology is the diagnosis of 
early carcinoma uteri, especially in the cervix. We do not reach a satis- 
factory result by consulting the present work. We find that the subject 
comes up amongst other places on p. 127 under the head of “ Hemorrhage 
after coitus,” where the author says: “This isasymptom common to several 
distinct conditions, some trivial, some grave, which will be readily recog- 
nised on examination. They are: wrethral caruncle, cervical polypus, 
cervix adenoma (erosion), and early carcinoma of the cervix and vagina.” 
Now the distinction between early carcinoma cervicis and a bad erosion 
is not very easily made; it is a matter in which the help of the specialist 
is very often sought, and for which the practitioner might reasonably 
seek help in a book on gynecological diagnosis. Why not add here that 
the curette or scraper can be used for diagnosis in such conditions with 
great advantage; that in erosion the mucous membrane is readily scraped 
away, and that a hard base is at once reached which resists further 
erasion; but that in carcinoma the soft tissue does not “cry under the 
curette,” but, being friable, readily becomes excavated into a larger or 
smaller pit? 

We should like to offer several suggestions for the author’s considera- 
tion when he comes to prepare the next edition. For example, in dis- 
cussing the significance of physical signs in Chapters V. and VI. the 
significance of the loss of mobility of the uterus might be explained ; 
amongst the causes of repeated abortion we should include lead poison- 
ing; among the causes of incontinence of urine, overflow of the distended 
bladder ; and in the diagnosis of certain abdominal swellings associated 
with pregnancy, reference might be made to a pregnant uterus which 
contains a dead fetus, for this often proves a puzzling condition. 

And, lastly, we suggest that a little more should be said about the 
diagnosis of early pregnancy, because patients so often present them- 
selves on account of recent pelvic symptoms, or the exacerbation of pre- 
viously existing symptoms, when they are two or three months pregnant 
without knowing it; and this is one of the pit-falls of the gynecologist. 
Thus, on p. 64 the student should be told that, when making the preliminary 
inspection of the vulva, the cyanotic tinge of pregnancy will often strike 
the watchful eye and give a valuable warning. In Chapter VII. the hori- 
zontal position of the uterus in early pregnancy and the greater ease with 
which the body can then be felt through the anterior vaginal wall might 
be pointed out, and the vesical irritability of pregnancy should be men- 
tioned in Chapter XVII. 

Various other points will occur to those who are themselves accustomed 
to give instruction in gynecological diagnosis ; but they will, nevertheless, 
be impressed with the general soundness of the teaching. 
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A System or SurcicaL NURSING, WITH AN APPENDIX CONTAINING USEFUL 
Emercency etc. By A. N. McGregor, M.D., 
F.F.P.S.G., Assistant Surgeon to the Glasgow Royal Infirmary. 
Pp. 554. Glasgow: David Bryce and Son. 


Designed in the first place as a text-book for the teaching of surgical 
nursing, this work embraces, in addition to the general considerations 
of disease and the processes of repair, instruction in the practical details 
of ward work, bandaging, and the apparatus used in the treatment of 
fractures. 

As a guide to nurses, we cannot help thinking that it is far too ad- 
vanced except for the most experienced among them, and even these, we 
fancy, might have some difficulty in mastering its contents without a 
special knowledge of anatomy, physiology, and pathology. To the 
majority of junior nurses and probationers we do not think that it will 
appeal very much, the great mass of detail being likely to discourage 
them, since they would probably find it impossible to appreciate to what 
they should especially direct their attention and what they should pass 
over. In fact, to be of any use at all, we take it that the matron and 
lecturer would have te mark what they should read and what should be 
omitted. For example, it contains an account of the repair of wounds 
in general and of muscle, bones, and nerves in particular. In addition, 
there is a chapter on anesthetics, both general and local, their adminis- 
tration and dangers, whilst over one hundred pages are taken up with 
the signs, symptoms, and treatment of all the principal surgical diseases, 
and there is a careful account of surgical instruments and their uses. 

With this reservation, however, we have nothing but praise for this 
work, and to a house-surgeon it should prove an inestimable boon, whilst 
the information it contains on surgical diseases would be of the greatest 
value to a dresser or clerk. The chapters on bacteria, asepsis, antisepsis, 
and sepsis are very good, and will be most helpful to those nurses who 
are in the habit of preparing the patient and room for operation and 
of helping at the same. There are also chapters on electrical treatment, 
massage, and the preparation of ligatures and dressings. For the less 
experienced nurses there are very good chapters on hemorrhage, 
bandaging, the management of the patient, the methods of giving enemata, 
douches, etc., and of keeping nursing reports. 

The author is an assistant surgeon to the Glasgow Royal Infirmary, 
and it may be in consequence of this that he regards nurses from rather 
a different standpoint than do the majority of medical men, since we believe 
that no woman is accepted as a nurse at this institution until she has 
satisfied the authorities that she is possessed of a sufficient general 
education, and that after appointment she is not allowed to go into the 
wards before she has undergone a course of training in anatomy, 
physiology, nursing, ete., and has passed an examination in these sub- 
jects. Of course, under these conditions, the knowledge of the junior 
nurses with whom the author is accustomed to work will be on a much 
higher plane than that of the nurses in most other similar institutions, 
and it is possible that in writing this work he has not taken this fact 
sufficiently into account. 


The book is very well written, and contains a vast amount of most 
useful information. 


